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1884 Jackson, Grorce H. - - Ashburton, Carew Road, Eastbourne ; 

C. 1890. 

1897 Jounson, H.J.,M.B. - - 87a, Finsbury Square, H.C. 

1898 Kearney, JAMES - - - Royal General Dispensary, Bartholo- 
mew Close, H.C. 

1897 Kzrtson, W. H., M.D. - - 96, Queen Street, Cheapside, E.C. 

1897 Kerrsuaw, W. H. ~ - 6, Southgate Road, N. 

1893 Kinesrorp, Epwarp CiaubE - Cartyne, Brondesbury, N.W. 

1897 LampLtoveH, CHARLES - - Chatteris, Cambs. 

1896 Lanpon, E. E. B. - - Hackbridge, Carshalton, Surrey. 

1892 Lane, WILLIAM - - 22, Cavendish Square, W. 

1888 Lone, F. W. Deverevx - - 6, Sprtal Square, W. 

1896 Lowstey, L. D. - - 26, City Road, H.C. 


1892 Lyon, THomas Grover, M.A., M.D., 1, Victoria Square, S.W.; 
Aud. 1895, 1898-9, C. 1896. 
1896 MoCuiymont, Jonn, M.B.,C.M., High Road, Leyton, Essex. 
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LIST OF FELLOWS. 
When 

Admitted. . 

1894 M’DonNeELL, Wo. Campsett, M.D., Park House, Park Lane, Stoke 

| Newington, N. 

1891 Manson, ParTRIcK, M. D. ,C. M., LL.D., 21, Queen Anne Street, W.; 
O. 1894, C. 1895. 

1891 MARSHALL, THOMAS, M.A., M.B-, 95, ee Road, Kentish Town, 
N. W.; ©. 1894-5. 

1899 aoDeaaui. W. STEWART - Medbourss Villas, Wallington, 

. Surrey. 
1897 Micuary, Gustav, M.B. - 8, Cambridge Place, Chester Gate, 
Regent's Park, W. 
1900 MuicHELs, —. - - - 48, Finsbury Square, E.C. 
1894 Mironeun, Atexanper, M.D. 41, Devonshire Street, Portland Place, 
W. 

1896 Nicnouts, 8S. RR. - -  - 185, Leytonstone Road, N.E. 

1890 Oxtver, Franxuin H. - - 2, Kingsland Road, N.f.; C. 1899 

1892 Oxiver, Jonn W., M.D., M.Ch. Hackney Union rents Homer- 

ton, N. H.; C.* 1896-7-8-9. 

1884 Oprnsnaw, T. Horrocks, M.S.,M.B., 16, Wimpole Street, W.; V.P. 

1896-7, C. 1890-1, S. 1893-4-5. 

1897 Pantriner, WM. THos. - 97, Albany Road, Old Kent Road, 
S.H. 

1888 Perry, E. Coopmr, M.D. - Guy's Hospital, S.E.; C. 1893. 

1888 Pitt, G. Newton, M.D. = 15, Portland Place, W.; C Yeol: 
1893, O. 1895, V.P. 1899. 

1882 Porrmr, Groner W., M.D., C.M., 8, King Street, Cheapside, E.C., 
and Keldholm, Tunbridge Wells ; 
C. 1894-5. 

1897 Preston, F. H., M-A. - - 119, East India Road, E. 

1892 Rawes, Wiiuiam, M.D. St. Luke's Hospital, E.C.; Editor 
of “Hunterian Societys Tran- 
sactions,” C.* 1896-7-8-9, Auditor 

| 1898-9. 
1888 Rerynoups, W. Percy - - 128, Stamford Hill, N.; C. 1891- 
, 1898. 

1896 Roserts, JoHN THomas - - Meadow Lodge, Park Road, Crouch 
End. 

1898 Ross, Davin, M.D. . - 3846, Kingsland Road, N. 

1899 Roxinson, E. W. - - - 169, High Street,» Homerton. 

1897 Roserrs, Tuomas - - 2, Selborne Gardens, York Road, II- 
ford, E. 

1897 Russetn, A.J, - - - 5, Douglas Street, Deptford. 


LIST OF FELLOWS. 15 
When 
Admitted. 
1895 Rvusnprooxs, Tuomas, M.A.- 89, Stamford Hull, N. 
1895 Rurrer, H. L., M.B. - - 17, Victoria Grove, Stoke Newington, 
N. ' 
1896 Sargent, H.C. - - - 223, High Street, Shadwell, E. 
1884 Scarru, Isaac, M.B., B.S. - 29, Amwell Street, H.C. ; C. 1888. 
1892 Srquerra, Groree W. - 8h, Jewry Street, Aldgate, E.C. 
1890 Srquerra, Henry J. - - 8h, Jewry Street, H.C. ; C.* 1895-6-8. 
1894 Sequeira, Jas. H., M.D. - 18, Welbeck Street, W.; C. 1898-99. 


1891 SHapwe tt, Sr. Crain B., M.D. Lynhurst, Orford Road, Waltham- 
stow, Essex ; C.* 1895-6. 

1888 Saw, Lauriston E.,M.D. - 10, St. Thomas's Street, S.E. ; C. 

~ 1897-8. . ear 

1880 Symonps, Cuarters J., M.S.,M.D.,-58, Portland Place, W.; Pp. 
1894-5, V.P. 1891-2, O. 1891, C." 
1887-8, S. 1883-1886. 

1896 Simpson, H. E. - - - 169, City Road, E.C. 


1887 Smiru, Frepericx Jonn, B.A.,M.D., 188, Harley Street, W. ; V.P. 
1897-9, C.* 1890-1, S. 1895-6, C. 


1899. 
1896 Snowman, J. - - - %5, Brick Lane, EH. 
1896 Srmvens, Toomas G., M.D. - 8, St. Thomas’s Street, S.E. 
STEDMAN, Dr. - - - Hast India Road, H. 
1892 Stocker, Cuarutes JosepH - Weston House, Richmond Gardens, 


Forest Gate, E. 

1894 Sronuam, Henry Arcurpatp 30, Albert Square, Ratcliffe, H. 

1896 Summers, T. CC. - - - 69, Bow Road, E. 

1878 Tatsot, RusseLt M. - - 117, Bow Road, H.; C. 1882. 

1889 Tareett, Jas. H., M.B., M.S. Secretary, 6, St. Thomas’s St., S.E.; 
C. 1896-7, S. 1898-9. 

1880 THorpP, Henry J. - - Granite Lodge, Woodbridge Road, 
Ipswich ; V.P. 1895, C. 1892-3. 

1890 Tuspsy, Atrrep H.,M.B.,M.S., 25, Weymouth Street, Portland 
Place, W.; V.P. 1898-9, C.* 1893- 


4, S. 1896-7-8. 

1887 Watuace, FREDERICK - - Foulden Lodge, Upper Clapton, 
N.E.; ©. 1881, 1886. 

1887 Warner, Percy - - - Rydal, Woodford Green, Essex; C. 
1890, 1893. 

1895 Wasnsourn, JoHN WycuenrorD, M.D., 6, Cavendish Place, W.; 
C. 1899. 


1896 Wason, R. L, = : - 64, Burgoyne Road, Harringay, N. 


16. LIST OF FELLOWS. 

When ) 
Admitted. 
18938 Wuiuiams, Grorce Rowianpd 27, Queen Street, Cheapside, E.C. 
1897 Wit, J. Kennepy ~ - Bethnal House Asylum, LE. 

1895 Woop, Epwarp~ - - - Glebe Lodge, Windmill Hill, Enfield. 
‘1887 Woops, Joun F., M.D. - - Hoxton House Asylum, N.; V.P. 


1898-9, C.* 1894-5. 


1896 Wornum, G. PortER 58, Belsize Park, N.W. 


1889 WriceHt, Hottanp H. - - 2, Ospringe Road, St. John’s College 
Park, N.W. 
1898 WooutacottT, F. J. - - KHastern Hospital, Homerton, E. 


Wootuaston, Dr. - : 9, » »” 


[It 1s requested that any change of Title, Appointments, or Residence may be communicated 
to one of the Secretaries before the Annual General Meeting, in order that the list may be as 
correct as possible. | 


—————— 


CORRESPONDING FELLOWS. 


Bartow, Rospert - - - Orlebar, St. Peter's, Isle of Thanet ; 
. . C. 1886. 

Barnarp, JoHn H., M.D. - - 862, Rue St. Honoré, Paris. 

CanFIELD, Ratpey M. - - Boston,U. 8. A. 

EncuiisH, Epear - - - - Mexborough, Rotherham, Yorks. 

Pierce, Beprorp, M.D. - - - The Retreat, York. 

Roserts, Branssy, M.D. - - Ash Grove, St. Anne’s Road, East- 

bourne. 


Treves, WittiaM Knieut, F.R.C.S. 31, Dalby Square, Margate. 


N.B.—-Written Communications on Medical Subjects and Donations of Books 
will be thankfully received. 


ee St 


NON-RESIDENT FELLOWS. 


1894 Fyrre, W. Kineton, B.A., M.D., New Zealand. 
1894 Hastert, W. J. Hanprimtp - Halliford House Asylum, Sunbury- 
on-Thames. 


THE EIGHTIETH ANNUAL REPORT 
OF THE 


COUNCIL OF THE HUNTERIAN SOCIETY. 


THE Council are able to report that during the year which has 
passed the Society has continued to maintain its career of 
usefulness and activity. The meetings have been well at- 
tended—an average of 2l—and much interest shown in 
the discussions on the different papers which have been read, 
and in the clinical cases and pathological specimens exhibited. 

The Society now numbers 172 Fellows. Eight new Fellows 
have been elected ; three have resigned (Drs. J. Galloway, Ryan 
and Osborn); one Honorary Fellow (Sir William Jenner), and 
four Ordinary Fellows, (Drs. Munk, Roper, Griffin, and 
Buncombe), have been removed by death. Sir William Jenner 
was one of its most distinguished Honorary Fellows, and his 
brilliant pathological researches on typhoid fever, and 
ebservations on rickets, will always be associated with 
the name of one who was for many years justly re- 
garded as one of the foremost leaders of English medi- 
cine. Conspicuous amongst the deaths of the Ordinary 
Fellows is that of Dr. Munk. Forty-four years ago 
Dr. Munk took an active interest in the work and wel- 
fare of the Society, having been Vice-President from 1852-53, 
Librarian from 1854-6, and Orator in 1858. By his loss the 
Society is deprived of one whose deep erudition and learning 
added lustre to its Roll of Fellows. 

The Annual Oration was delivered on February 9th by Dr. 
Peter Horrocks, on ‘“ The Structure of the Placenta, with 
special reference to the Maternal and Foetal Circulation, and 
their bearing on Heredity.” Having first shown how William 
Hunter’s accurate researches were fully confirmed by the 
latest foreign work on the subject, he discussed with much 
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interest and lucidity the development of the footus, and the 
effects of the varying influences brought to bear on its ma- 
ternal environment as affecting its growth. The all-import- 
ant question of heredity was fully dwelt on, and the indebted- 
ness of the individual for good or evil to its ancestors 
demonstrated. 

The first Hunterian Society's Lecture was delivered by Mr. 
H. T. Butlin on February 26th, on “ What Operation can do 
for Cancer of the Tongue.” The masterly grasp and handling 
of the subject, together with the wide experience of the author, 
cause it to be considered as one of the most important con- 
tributions to this branch of surgery. 

The second Hunterian Society’s Lecture was delivered by Dr. 
J. F. Payne, on October 12th, on “ The Increase of Cancer.” 
By the skilful grouping of statistical researches he very 
forcibly showed the remarkable and steady increase in cancer 
mortality which has been taking place for some years. 

On November 9th Dr: Goodall opened a very interesting 
discussion on ‘“‘ The Antitoxin Treatment of Diphtheria,’ and 
convincingly showed from his personal experience the great 
value of this method. Dr. Washbourn gave a scientific account 
of the theoretical grounds on which the treatment is based, 
and Dr. Sydney Martin detailed his experience. 

On November 23rd Dr. T. Glover Lyon read an interesting 
and original physiological paper on “‘ The Blood Plasma and 
its Formation.” A practical paper on ‘“‘ Constipation” was 
read by Dr. R. Hingston Fox, who, after discussing its main 
cause, and the various remedies adopted, laid certain rules 
for overcoming the condition and returning to nature. 

Dr. Bertrand Dawson gave an instructive paper, illustrated 
by photographs from clinical cases, on “ The Physical Signs 
of Stomach Disease and their Relation to Diagnosis and 
Treatment.” 

Dr. Appleford read an interesting paper on “ Medical Prac- 
tice in the West Indies,” and detailed the opportunities offered 
to medical men, and narrated the diseases indigenous to those 
Islands. “The Treatment of Drink Craving and Cardiac 
Affections by Suggestion,’ was dealt with by Dr. J. F. Woods. 
In April Dr. Fortescue Fox discussed, in a suggestive paper, 
“The Phenomena and Symptom of Crises,” and Mr. Tubby 
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gave a full and complete account of the condition known as 
Coxa Vara. 

During the Session many interesting clinical cases and 
pathological specimens have been exhibited. 

The experiment of publishing the Society’s Transactions 
in the form of a quarterly journal not having produced the 
results expected, the Council have decided not to continue it, 
but to revert to the former method of editing its proceedings, 
with the exception that in future the volume should include 
the whole of one Session. The Council desires to express its 
thanks to those Fellows who have read papers and shown 
cases and specimens, and it considers that the standard. of 
work achieved is equal to that of former years, and hopes that 
the Fellows will continue to help and carry forward to a still 
higher level the usefulness and activity of the Society. 

The Librarian’s Report shows a satisfactory condition, and 
that the Library has been of greater use during the past year 
to the Fellows. 





MEETING OF LIBRARY COMMITTEE. 
January 247TH, 1899. 





Present :—Drs. J. W. Otiver, W. ARNOLD CHAPLIN. 





The Committee notice that the books and cases appear to be 
in a much better condition as to cleanliness, than has been for 
years. 

The Committee is glad to see the use made of Lewis’s Lending 
Library. 


The following books have been added to the Library :— 


Transactions Pathological Society. 

St. Thomas’s Hospital Reports. 
Medical Society Transactions. 

Clinical Society Transactions. 

Local Government Board Reports. 
New Sydenham Society’s Transactions. 


The Committee is glad to notice that under the new management 
the Library seems to be more used than formerly. 
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HUNTERIAN SOCIETY. 





THE ANNUAL ORATION, 1899. 





THE DECLENSION OF PHTHISIS. 
(Pulmonary Tuberculosis.) 


By Srr Huew Beetvor, Bart., M.D., F.R.C.P. Lonp. 





JoHN Hunter’s VIEWws. 


Mr. PRESIDENT AND GeNntLEMEN,—The great John Hunter 
remarked that the tubercle of the lungs depended upon the 
same constitutional disease as scrofula and that tubercles were 
the cause of consumption. He remarked that it was a specific 
disease to which animals were liable, probably from the same 
causes ; that it was only the readiness to fall into this par- 
ticular action when properly irritated which was hereditary— 
only susceptibility, and that some persons had peculiar sus- 
ceptibility. Hunter stated that damp and cold were great 
disposers, but not dry cold, also saying that tubercle was 
frequent in those countries where little else but vegetable 
diet was eaten. He recommended if the symptoms were seen 
early that we should send the patients for a change of climate 
at once. These pregnant remarks scattered through his lec- 
tures are estimated at the present day as most just and impor- 
tant truths. 

RELIABILITY OF FIGURES. 


The declension of phthisis is a prominent feature in the 
recent history of this disease in England and Wales. To 
study this declension the first necessity is accurate vital 
statistics. Dr. J. Tatham, in his evidence before the Royal 
Commission upon Tuberculosis, exhibited tables showing the 
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death-rate from phthisis in England and Wales. at each age 
group of the population from the decennium 1851-60 to the 
quinquennium 1891-95; he further exhibited for the three 
decennia 1861-70, 1871-80, and 1881-90 the phthisis rate in 
the registration counties and for the last of these decennia 
the rate corrected for age and sex distribution of their several 
populations. (The correction is made by applying the age 
and sex distribution of the English death-rate at 11 age 
groups to the aggregate populations at the same age in the 
registration counties.) The reliability of the Registrar- 
General’s statistics is, I beleve, unquestionable. They deal 
with very large numbers, they are the subject of ever fuller 
inquiry and correction, and they have in previous decades 
been analysed and criticised by competent statisticians. Dr. 
Longstaff found that the change of incidence of phthisis was 
not due to the transference of deaths from phthisis into any 
other class. Dr. Tatham states that he has no doubt what- 
ever that there has been a steady and substantial reduction 
from first to last from the year 1851 to the year 1895. When 
such investigators do not find evidence of change of certificates 
of death perhaps it is needless to point out that a disease of 
very slow course, very common occurrence, and easy of diag- 
nosis if fully developed, is less likely to be wrongly certified 
than most causes of death. 


~ Past anp Present INCIDENCE (TaBuE I.). 


Chart 1 expresses the changes which have occurred in either 
sex at each age group from the years 1861-70 to the years 1891-5 
illustrating the declension of phthisis. It is very necessary 
in phthisis to mark the diversity of its incidence on age groups 
in detail. The curves enable you to see the mortality per 
10,000 in either sex at each age group, the height of curve 
showing the incidence 6f mortality; the perpendiculars below 
simply measuring the amount of difference in the curves 
above at each age period, comparing the years 1891-95 with 
1861-70, the latter being 100; and the dotted horizontal lines 
showing when the fall reaches one quarter or one-half of the 
rate of mortality existing in the 1861-70 decennium. The 
greatest saving of life has occurred at those age groups when 
phthisis is most prevalent; but when we note the amount 
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of fall at each age group this is seen to be most striking at 
the earlier ages and to be common to either sex, both having 
fallen to one-half up to the age of 20 years; after 20 years 
of age and to the end of life there is gradually less and less’ 
lowering of the death-rate, and it differs for either sex. In 
men it has reached the quarter line at the age of from 35. 
to 45 years; 1n women it is not until the age of 75 years and 
over that it only reaches the quarter line. 


CoMPARISON wItH INCIDENCE OF OTHER Forms or TUBERCULOUS 
DISEASE. 


The form of the curves absolutely denotes a great difference 
in the age incidence of phthisis compared with that of other 
forms of tuberculous disease. The curves for other tuberculous 
diseases begins with a maximum in the first five years of. hfe, 
showing a roll of death eight times as heavy as that told off 
to phthisis. The proportion continues to diminish until we 
approach old age, so that it is at once evident that it is not 
every kind of tuberculous infection which chiefly determines 
the onset of phthisis. Phthisis is no doubt, as Koch insisted, 
due to local infection of the lung. The difference in curve be- 
tween other tuberculous diseases and phthisis confirms clinical 
experience that the common infection of the lymphatic glands 
in early life does not commonly lead to infection of the lung. 


Luna Resistance Accounts FoR AGE AND Sex INCIDENCE. 


It is the power of the lung to resist infection which deter- 
mines the curve of the phthisis rate at early ages. The 
rate is comparatively insignificant when persons are more 
prone to nearly all the specific infective diseases and when 
the lungs are exposed to tuberculous infection as much as at 
any other age. The growing lung is able to resist infection ; 
resistance of the growing lung effectively accounts also for 
the very regular difference in the sex incidence of phthisis 
up to the age of 20 years; in either of these decennia which 
we compare we find up to the age of 20 years a regular 
excess in the girls and young women. Constantly from 1860 
to 1870 and since have the girls up to the age of 20 years 
exceeded the boys by 30 per cent. Physiologically speaking 
boys and girls are not properly comparable at the same 
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ages. Mr. Charles Roberts says that “a woman’s growth 
terminates two years earlier than a man’s. From boyhood to 
manhood extends over three or four years, but girls develop 
into women in three or four months.” I maintain this to be 
particularly true of lung development; the earlier and more 
rapid development of the lung is most conspicuous in girls. 
Growth in height is completed at the age of 15 years, while 
boys go on growing two or three years later (Table IT.), and 


TaBLeE II —Showing the Average Yearly Increase in Height in 
Centimetres.* 


Age. Girls. | Boys. Age. Girls. | Boys. 




















From 5 to 6 years 52 5D [{From12tol3 years; 5°8 53 
a re . 5D 51 ene SL ” 4°6 6°8 
et aa Ss Gi 5:3 5°1 gow dt lor 2°9 6-1 
wr os 8 4°5 49 ps ee 2 Os, 1°2 69 
Bee pee 5 LO 5:0 5:1 ee aes |e 0°8 24) 
104, 11 5°3 al » 17, 18 ,, 01 13 
ee alle geet laat 4, 6 2 4°6 — = ee 








* Professor Hartwell, based upon investigations of Professor Bowditch in regard to 
height of 24,595 children of schools of Boston. 


when girls have attained full height unlike boys they have 
almost completed their lung development. Then it is the 
full-grown lung of the girl aged 15 years, having lost much 
of its powers of resistance against tubercle, that allows the 
death-rate from this cause at the age of 15 years in the girl 
to equal the rate at the age of 17 years in the boy, making 
the curve in women show the most rapid advance at the age 
from 15 to 20 years, while that for men cannot do so until 
the age of from 20 to 25 years. 


Deatu to DEeatus Ratio. 


One may illustrate this propensity of the lung by another 
diagram showing the proportion of deaths from phthisis to 
deaths from all causes. This is information quite different 
from mortality per 1,000 living and of value for phthisis. In 
the first place, it demonstrates that the declension of phthisis 
is greater than that of the general death-rate, the curves for 
1890-95 being lower. In the second place, it shows that the 
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fall in this proportion between the mortality from phthisis 
and mortality from all causes is a less fall than we saw in the 
diagram of mortality from phthisis; there is less difference 
between the curves. Thirdly, it shows a fall more evenly 
affecting youth, adults, and old age.* Returning to the ques- 
tion of immunity of the growing lung, Chart 2 shows that the 
proportion of deaths in the first five years of life is but one- 
fourth or one-fifth of that of the second five years. The curves 
show also the difference of sex incidence up to the age of 20 
years. Women here show even a maximum at the age of from 
15 to 20 years, and men not till the age of from 20 to 25 years. 
Both facts confirm remarkably my contention that it is the 
physiological age of the lung which causes immunity in child- 
hood and the sex incidence to the age of 20 years. It is not 
the indoor life of girls which is responsible for the latter, else 
overcrowding would affect girls particularly at this age, but 
effects of overcrowding will be shown to be not visible till a 
later age; and also country life should mitigate the excess, 
whereas the difference is most marked in the most rural dis- 
tricts. 

As the decades of life pass by it is evident that the de- 
clension of phthisis is more marked in women than in men 
—hbeing double. Sex alone will not account for the difference 
in incidence after the age of 20 years. 

I propose to investigate the causes to which this sex difference 
and the declension of phthisis may be due. Phthisis requires 
a specific germ and a susceptible lung. The condition of the 
lung depends upon constitution and environment; as Dr. T. 
Glover Lyon briefly expresses it, there are three factors in 
phthisis—namely, infection, hereditary susceptibility, and ac- 
quired susceptibility. 

INFECTION. 

The declension of phthisis as expressed in these charts gives 
us no information as to infection and shows by age and sex 
incidence that it does not behave hke other infective diseases. 
The diagrams declare that infection of the lung seizes the 
individual at very different ages from those in which death 
from tuberculous infection elsewhere is most prominent; they 


* Where figures in Chart 2 and Table I. do not coincide the table is to be 
taken as correct. 
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suggest the questions, Why is it that women who are often 
nursing the men after the age of 65 years have only one-half 
as much phthisis? and why has not a less declension been ob- 
served at those ages of school attendance when throat infec- 
tions have been increasing? and they suggest the answer that 
infection is quite subsidiary to other influences which create 
susceptibility. 
HerepitaRy SUSCEPTIBILITY. 

Concerning hereditary susceptibility the diagrams only de- 

clare that the declension of phthisis is great in spite of it. 


ACQUIRED SUSCEPTIBILITY—DISEASE AND OCCUPATION. 


It is among the multitudinous factors of acquired suscepti- 
bility, especially at the earlier ages, that we naturally look to 
find the explanations for a fall in mortality, for they are the 
factors we know to fluctuate. In so wide a field our regard 
must be lmited to a few well-known agencies—disease, occu- 
pation, food, air, and climate. First, taking disease at the 
age of from 5 to 25 years, one points to the difference of fall 
in the mortality diagram compared with the lability diagram. 
At the age of from 5 to 25 years phthisis mortality has 
fallen most—namely, one-half; it has hardly fallen a quarter 
in the proportion of deaths from phthisis to all deaths during 
that period of life; one infers that the fewer deaths from all 
causes in the years 1890-95 were accompanied by still fewer 
lungs which were susceptible to phthisis. The class of zymotic 
disease fell more than phthisis, resulting in the saving of 
three or four times as many hives; one may infer, according 
to Dr. Farr, that if so many deaths from zymotic disease 
have been prevented, twice as much continued illness ending 
in recovery has also been prevented; consequently I would 
point out that the difference in fall at the age of from 5 to 
25 years in these two diagrams is probably to be accounted 
for to a large extent by the absence of the damaged lungs 
among weak convalescents, such being met with now but 
half as often as they were met with in the decade 1861-70. 
From 25 to 65 years of age we have seen that the declension of 
phthisis in men is about half that in women; as age increases 
after 65 years there is a lesser fall in mortality. One might 
expect to see the proportion of deaths from phthisis at this 
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age correspondingly larger, but the liability of both sexes to 
die from this cause is, notwithstanding, less than formerly. 
The fall in phthisis mortality is less probably because of the 
existence of causes which induce a greater liability to all 
kinds of death at those age periods which we note have a 
higher all cause death-rate than was formerly the case. 

The difference in sex incidence at these ages is due to a 
susceptibility of the lung to acquire disease in the man— 
it is not peculiar to phthisis. Dr. Longstaff showed that in 
this country in the decade 1871-80 males died more than 
females from pneumonia, especially between the ages of 35 
and 65 years, when the proportion was two to one. The 
reason why the men have not improved as have the women 
may be due to occupational agencies with the increasing pro- 
portion of male adults who undertake indoor employment 
conducive to lung disease, while women are more out of 
doors and with much less sedentary work than used to be 
the case, owing especially to the invention of the sewing 
machine. The diagram tells us that it is not the environment 
of occupation alone acting on the lung which accounts for the 
difference between men and women, for this difference is more 
noticeable after the age of 65 years. 

It may be remarked that, besides men being particularly 
exposed to sources of lung damage during their age of occu- 
pation which may conduce to disease in later life, after 65 
years of age they suffer twice as much as women from Bright’s 
disease as well as from phthisis. But food agency may be 
more worthy your attention here, for when old and out. of 
work, men are worse off than women in most parts of the 
country. All through life the declension of phthisis has been 
promoted by improved nutrition of the lung which may have 
been as influential in mitigating the disease as the agencies of 
better health and more sanitary occupational surroundings. 


Foop-SuPPLY. 


The British public eat more and more. Agricultural returns 
declare that in the last 20 years the yearly ration per head 
of the public has increased 10 per cent. in both bread and 
meat. The poorer classes have no doubt obtained a still 
greater benefit, the wealthier previously enjoying all the meat 
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and bread they required. This country took the lead in 
perhaps the first great step to the successful treatment of 
phthisis by introducing a special agent of nutrition, cod-liver 
oil. Nowadays, patients under Dr. Wahlter’s care at Nordrach 
rightly hold that their extra feeding is a great means of cure ; 
nutrition is equally a means of prevention. 

England, I believe, is in the van of all countries in respect 
to its fall in the phthisis rate and no small share of this is 
due to its prosperity supplying more food and better food for 
all labourers and their families. In Table III., showing the 


TABLE III.—Showing the Phthisis Death-rate per 100,000 Living in 
England, the Price of Corn, the Amount of Poor-law Relief, and 
the Average Wage. 
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* Figure representing the female death-rate, the male death-rate being taken as 100. 
+ 1850 wage taken as 100. 


phthisis death-rate, are placed three columns giving particulars 
regarding corn prices, pauperism, and wage-earning, three com- 
manding factors in the prosperity of the public. It is inter- 
esting to see a coincidence and a remarkable agreement be- 
tween the fall in the phthisis rate, the fall in the price of 
corn, the fall in the number of paupers, and the rise in the 
average wage (I may say that Mr. Bowley, by taking the 
ratio of the rise of wages from time to time in the largest 
groups of wage-earners, such as iron-workers and agricultural 
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labourers, estimated the increase of wage; and when he also 
took into account the fall of prices he estimated that on an 
average from 1860 to 1895 the wage-earner’s real income had 
doubled). 

The increment of nutrition might be expected to influence 
the ages of youth and adolescence more than later ages; the 
greater fall in the phthisis rate during the first 25 years of 
life may be evidence of this. Local evidence to the same 
effect will be referred to later. If a more liberal diet is 
responsible for much of the declension the wealthier classes 
should have contributed a smaller share; the very few re- 
cords which can be tested seem to be confirmatory. Five 
septennial reports of the Scottish Widows’ Fund (1,000 deaths 
from phthisis) show the same percentage of deaths on the 
number of lives at risk since 1860 until the last report where 
advance is visible. Since 1871 the legal and medical pro- 
fessions show little diminution in the death-rate between the 
ages of 25 and 45 years. Dr. Ogle’s valuable paper on Mor- 
tality in the Medical Profession 1873 to 1882 shows that the 
proportion which deaths from phthisis bore to deaths from 
all causes was at each age the same nearly as in 1890-92. 
It is difficult to compare the age distribution of the pro- 
fession at these periods. As far as I can trace, the well-to- 
do classes have always suffered much less from phthisis and 
have not gained a proportionate declension. Neither the 
Registry Office at Somerset House nor that at Dublin can 
provide data to further test the truth. 


VENTILATION. 


The health of the lung depends upon the air it inspires as 
well as upon its nutrition. “ Air sewage,’ as Dr. Ransome 
terms it, is a potent factor in acquired susceptibility, though 
not one the prevalence of which among the public can be 
readily measured and set down in black and white. From 
1871 to 1891 no material change took place in the allowance 
' of house room per head of the population; great advances 
have been made in the ventilation of factories, especially of 
textile industries, owing to legislation in the past. I con- 
sider that there has been some improvement among the poorer 
people in habits of ventilation, but it is by no means general, 


TABLE IV.—Showing the Phthisis Death-rate per 1,000 in London in the 
Year's 1894-97. Corrected for Deaths in Institutions. 
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and on all sides one hears how deep the public ‘ignorance is, 
or of their negligence in this respect. 

Lonpon Putuists AnD Overcrowpine (TasLe IV. & Maps.) 

The best instance of the influence of ventilation which I 
can provide is that given in the report of the medical officer 
of health of the London County Council. The mortality 
figures taken for the districts of London for the past four 
years have been corrected by the Registrar-General alloca- 
ting the deaths in public institutions to their proper areas, 
so this is the first time that such reliable evidence has been 
obtainable. The map of overcrowding is taken from the last 
census figures, which tell what proportion of the population live 
more than two in a room, in tenements of one, two, three, or 
four rooms. Mr. Shirley Murphy, in his report to the London 
County Council, has shown the remarkable coincidence of in- 
crease of phthisis with overcrowding, and has further pro- 
vided me with figures which enable you to see that this over- 
crowding produces its effects in a small degree only upon 
growing lungs. Its effects are marked at an age when phthisis 
is usually at a maximum, but still more are they marked as 
age advances (Table V. and Chart 3). It continues to exhibit 
its influence up to the age of 65 years, and it appears that 
where overcrowding is most intense in London men from 
65 to 75 years of age die as frequently from phthisis as the 
males of all England do when their mortality is highest from 
this cause. ) 

In the face of overcrowding the declension of phthisis can- 
not proceed; it is this cause probably which accounts for 
London not improving so much as the whole country. Some 
of its worst districts in this respect (the Strand and St. Giles) 
seem not to have improved at all. Nevertheless, overcrowding 
is not solely a question of air; it also spells poverty; and 
some of the instances where these two maps of London do 
not quite coincide are to be accounted for by the presence of 
numerous poor occupants of common lodging-houses who, I 
gather from the information supplied by the medical officers of 
health of the Strand, Westminster, and Whitechapel, die about 
twice as frequently from phthisis as all the occupied males 
of London ; and there are other instances where a large amount 
of pauperism accounts for the increase of phthisis being more 
marked than that of overcrowding. 
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CLIMATE. 


Climate has not changed, but the clothing which defends 
us against its evil influence has changed. In children and 
women a larger surface of the body is covered and with 
woollen materials, a much more protective covering. 

The causes of declension are also determining factors in the 
production of a variation in mortality from phthisis in separate 
localities at the same period. By comparing the age incidence 
of different districts a better estimate can be formed of the 
influences which promote or prevent the declension of phthisis 
than if it is sought in the slighter variations which occur in 
the rate of their declension (Chart 4). 


Rurat Districts. 


First inspecting two rural districts, Herefordshire and North 
Wales, a great similarity may be noted in the curve of their 
age incidence, but North Wales, at each age, very greatly 
exceeds Herefordshire. Of the factors previously named but 
few can be found to account for this difference. It can hardly 
be claimed that the Eisteddfod causes much more infection 
among the Welsh, or that heredity by their closer intermarriage 
is an agent, because they have declined more than their neigh- 
bours. When we turn, however, to acquired susceptibility, all 
my informants agree that in the nutrition of the people, 
though it be no doubt much improved, Wales stands in a 
peculiarly adverse position. There is a difficulty of obtaining 
butcher’s meat in the most out-of-the-way districts, and where 
the communities are larger the custom prevails among those 
hard-working people of a bread-and-butter midday meal, with 
jorums of well-stewed tea. In 1896 a Departmental Com- 
mittee on the Quarries reported to Parliament that.“ the men 
take too little nitrogenous food and drink too much stewed 
tea.” The same Committee said that “the cold damp climate 
was an important factor in causing diseases of the respiratory 
system, and many of the houses were damp.’ Pneumonia is 
prevalent in Wales, but zymotic diseases, occupation, and pro- 
bably ventilation (they have always regarded fresh air as an 
enemy and are most tenacious of habits) cannot be said to 
differ very much in these two districts. Accordingly we are 
driven to the conclusion that the stamina of the lung is im- 
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paired by malnutrition, and further damaged by climatic in- 
fluence. This prepares the soil for the seeds of tuberculosis 
to such an extent that the phthisis rate of Wales continues 
nearly to double that of Herefordshire. 


RurauL Counties COMPARED TO TOWNS. 


Taking the age curve of either district and comparing it 
with the samples of the English towns Dudley and West 
Ham, two features distinguish urban from rural populations— 
the maximum is at a later age and the rate is comparatively 
high in old age. Cambridge, by its rural attributes, pre- 
sents little of this urban feature. These samples are but 
instances of a rule which seems to hold good for the rural 
counties and the towns of England. The explanation seems 
largely to lie in a remark of the experienced Mr. Booth, who 
writes: “Life for old people is easier in the country, rents 
are lower, continued earnings more possible, friendly assist- 
ance in case of need more sure.” 

We must not, however, neglect another agent perhaps of 
equal influence—overcrowding; in the towns it is half as 
prevalent again as it is in the country, and Chart 3 shows 
that an increasing effect is produced as age advances, account- 
ing for the maximum appearing at a later age period in the 
towns and for the prevalence in old age. 

On proceeding to compare these three towns, Dudley, West 
Ham, and Cambridge, their curves form no doubt a good 
illustration of how different occupations and surroundings 
affect the mortality from phthisis; for all that, the intricacies 
of the subject defy full investigation. All of these towns have 
made much progress since the period 1861 to 1870. Dudley 
then suffered much as West Ham did in the period 1881 to 
1890. West Ham stood where Cambridge stands, and Cam- 
bridge was almost in the position Paris is depicted in. 

West Ham is an instance of a densely populated and thriv- 
ing town whose inhabitants are occupied as much indoor as 
out, the male rate considerably exceeding the female rate. 
Here zymotic disease is prevalent and overcrowding is moder- 
ate, yet it is below the phthisis rate for England and Wales. 
Its good health is somewhat exaggerated, those of its in- 
habitants dying in London institutions not being included: 
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in the past three years it would represent on addition of 10 
per cent. 

Cambridge may be taken as an example of old residential 
towns ; neither the presence of undergraduates nor of a county 
hospital determines the curve of incidence drawn. Cambridge 
exhibits (among its men especially) a phthisis rate exceeding 
such towns as West Ham, for which I can find no further 
reasons than such.as were noted when comparing North Wales 
with Herefordshire—namely, a lower standard of nutrition (im- 
plied by lower wages and higher priced food) and damp. 
Zymotic disease, unhealthy occupations, diseases of the res- 
piratory system, and overcrowding do not seem to be attri- 
butes of this town. 

Dudley enjoys a comparative immunity from phthisis which 
one was at first sight inclined to attribute to the smoke of 
the Black Country, from the heart of which it rises, built 
on the top of a long slope of hill with a good fall on nearly 
every side. It has many attributes—-slums, overcrowding, 
abundant zymotic disease, and exceptional prevalence of respir- 
atory disease—all of which may dispose to phthisis. Though 
not engaged in textile industry women suffer more than men 
whose occupation, largely in collieries, exercises a good in- 
fluence, the origin of which has not yet been fully determined. 
The situation of Dudley by its airiness, elevation, and dry- 
ness of soil, the nutrition of its inhabitants by their very 
high wages and decidedly meat-eating propensities, mark alone 
conditions which should place the town above most. While 
from a distance it seems to be covered by a pall of smoke, 
Dr. T. F. Higgs notes that gases are quickly driven away. 
S02, the agent which the late Dr. Andrew considered con- 
ferred some immunity on Roros, is not more prevalent accord- 
ing to Mr. H. D’A. Elhs and other informants than in other 
large towns. Dr. C. A. MacMunn, while calling attention 
to the great production of phenols and gases from the furnaces, 
does not suggest that the heavy gases are permeating the 
atmosphere. However, seeing how low the rate is on either 
side of the age of occupation, some exceptional influences are 
probably at work. 

Paris AND Prussia. 


Paris and Prussia are a contrast to what usually obtains in 
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this country. Paris, while equalling in adults the Cambridge 
mortality of 30 years ago, is conspicuously different from 
Cambridge at that time in the heavier incidence on youths 
to age 20. I understand that this heavy mortality without 
declension has been the fate of Paris for 30 years. The 
early age incidence and the absence of declension are alike 
due, in my opinion, to the vegetable diet and to those economi- 
cal conditions which have allowed the Paris owvrier to ad- 
vance so little compared with the British workman. It 
is true that the Office of Works of French Industry shows 
that the rise of wages in Paris has been no less than in 
England, but it also tells that the present wage is 10 per 
cent. less and the cost of living, according to M. Bienaymé, 
has since 1860 increased 10 per cent. We know the enormous 
decrease in the cost of living here. 

As to Prussia I have made no inquiry; the curve forcibly 
suggests by its resemblance to that of most overcrowded 
districts of London that it has its explanation in the same 
cause, faulty ventilation. The only rate in England which I 
have seen to exceed this is found among the tin and lead 
miners, in whom the rate is nearly double that of Prussia 
between the ages of 55 and 65 years and after 65 years, 
judging, however, from small figures, only 80 deaths from 
phthisis. Damp, malnutrition, and exposure affect these 
men, but it is doubtless the stagnancy of the mine atmosphere 
(styled with a fine unconscious irony “natural ventilation ’’) 
that induces this enormous mortality late in life. 

Sir Hermann Weber, in Croonian Lectures, said of these 
Prussian figures: “Part of the difference (from other coun- 
tries) may be accounted for by the fact that during the 
much colder winters in Prussia old people are more confined 
to narrow, ill-ventilated, stove-heated rooms than is the case 
in England, where the cold is never great, and where open 
fireplaces do not allow the air to be vitiated to the same 
degree.” 7 

Despite the great declension of phthisis all over England 
different districts like those already mentioned still exhibit 
much evidence of difference in susceptibility. It seems not 
too much to say that nothing more haphazard is seen than 
in non-infective diseases—fortuitous increase of mortality is 
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not apparent; when death returns and local agencies induc- 
ing susceptibility are considered together they confirm the 
common opinion: avoiding susceptibility one avoids effective 
infection. 

Counties or ENGLAND. 


A. general observation of available data in the counties 
of England tells the same tale of a mortality rising as visible 
agents of susceptibility preponderate. 

The Registrar-General has afforded the best opportunity of 
comparison in counties, having corrected the death-rate and 
the phthisis rate in the past decennium for age and sex dis- 
tribution of their populations. The advantage of comparing 
larger numbers of population outweighs any disadvantage in 
comparing areas which by their size lose some distinctness 
in local characters; these local attributes will still be found 
to be sufficiently distinct. 

Before briefly comparing the mortality from phthisis in 
the counties of England, it is well to consider, first, the 
general equality of incidence of that mortality; secondly, 
how far migration has effect upon the death returns; and, 
further, what kind of additional information is afforded by 
taking into account the concurrent mortality from all causes. 


Equat INCIDENCE. 


Attention has repeatedly been called to the inequalities of 
the phthisis rate in different sanitary areas. Attention may 
equally be given to the remarkable evenness of rates in the 
counties of England—I have found it necessary to use grada- 
tions of only 74 per cent. to map them—and, further, that 
evenness extends to the sanitary areas. The rate is so 
steady that small areas having only from 100 to 200 deaths 
in a decennium will show but very little variation in rate 
throughout their county. Suburban counties are often an 
exception to this rule; Essex beyond the suburban district 
is as bad as Suffolk, and Kent and Surrey are very variable ; 
but even here nothing hke the incidence of London appears, 
where the Strand and St. Giles triple the rate for Lewisham 
and Hampstead. London stands almost alone in its tremen- 
dous contrasts. Except in those areas where differences in 
occupations and prosperity are nearly as vast as in London, 
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instances of phthisis rate for one sex only being doubled 
can with difficulty be found when we compare one sanitary 
area with another in the same county. 

Men vary more than women in their mortality from phthisis 
and in their occupation, so men by their indoor occupation 
in towns of some rural counties are found to have double the 
phthisis rate of the area which has the lowest rate in the 
county. Such towns are Canterbury, Chichester, Oxford, Cam- 
bridge, Exeter, Bristol, Worcester, Coventry, Leicester, Not- 
tingham, Redruth, and Biggleswade. Occupational influence 
in northern counties can often provide several instances. 

On the other hand, no such instance is to be found in 
Norfolk, Essex, Bucks, Hertfordshire, Wilts, Somerset, Dorset, 
Hereford, Shropshire, Lincolnshire, and Northamptonshire, 
while Surrey, Berkshire, Suffolk, and Cumberland are pro- 
bably in the same category. 

Towns are not infrequently among the least affected dis- 
tricts in a county; such towns are usually well-to-do, and 
often new, as those within London influence—West Ham, 
Romford, Richmond, Croydon, and Watford; also the growing 
towns—Eastbourne, Reading, and Lowestoft. In manufac- 
turing towns this exceptionally good position is rare; Dudley 
and Pontypridd with their coal-mining and smelting of iron 
may be noted. 

That a specific and contagious disease should be so stable 
in its incidence and so independent of density of population 
is remarkable. This aspect of phthisis harmonises with that 
straightness of the curve year after year in England which 
was commented upon by Dr. Longstaff, who in this respect 
compared it to cancer, apoplexy, paralysis, and convulsions. 


MIGRATION. 


The question of the influence of migration upon the death 
returns is not unimportant. Is it true that migration (people 
returning home or seeking the country to die) accounts for 
the healthiness of towns? in other words, are rural districts 
not responsible for their phthisis rate? Inquiring first of 
medical officers of health of district areas, West Ham sends 
a large number of its patients to the neighbouring London 
hospitals ; its artisan inhabitants cannot afford to send many 
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away to a distance. Dr. Sanders states that in the past three 
years there has been referred to his district a number of 
deaths from phthisis occurring in London institutions which 
amount to 10 per cent. of those occurring in the district. 
It is not, then, migration which has been responsible for the 
low phthisis rate of West Ham. In Norfolk, two rural dis- 
tricts have recently had every death from phthisis in the 
past 20 years surveyed, Dr. Plowright investigating the Free- 
bridge Lynn district, a population of about 12,000, and Mr. 
T. L. Lack the village of Hingham. They found that 10 
per cent. were imported cases, several being from other parts 
of the county and several from the army; no record of any 
cases leaving the district and dying elsewhere could be given. 
If their few figures, relating to in all about 300 deaths from 
phthisis, are, as I believe, a fair sample of the experience of 
rural districts, the rural incidence cannot be said to be masked 
by migration. 

Seeking evidence, secondly, from age incidence in the 
counties, at the ages of 10 to 20 years emigrants from the 
towns are few (they were less than 4 per cent. in the Norfolk 
data); yet on taking the phthisis rate of London and the 
four surrounding populous counties at this age of less mi- 
gration, and again the rate of the age groups from 20 to 
35 years, when emigrants are more numerous, it is evidently in 
either case a lower rate than that for England, as has been 
noted by Dr. Niven. Conversely in rural counties the rate 
is, as a rule, equal to, or higher than, the rate for London 
and suburban counties at age 10 to 20, as well as for the ages 
20 to 35. Finally, if the county of least immigration—Corn- 
wall—is analysed, the rate is no lower than in other rural 
counties and it is higher than in London. Figures are ap- 
pended giving age groups rates; they show that in early life 
rural districts have higher rates, for girls particularly. 

From all these data I conclude that rural counties have no 
such increase by immigration at any age as to mask the 
phthisis that originates in the county, and that the figures of 
the Registrar-General’s returns truly tell the county phthisis 
rates. I am satisfied that in these maps a county would 
rarely, if ever, have to change a grade on that account. 

If one attempted to correct the map of phthisis mortality 
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further than for age and sex there are only two or three 
instances in which the evidence appears to make it desirable. 
Surrey might claim that it had an unfair share of asylums 
which add to the rate as much as a hospital for consump- 
tion; Hampshire that it held military and naval hospitals 
with many deaths from phthisis, and in the latter county the 
medical men at Bournemouth would doubtless protest that 
their patients came there too late. 


PROPORTION OF DEATHS FROM PHTHISIS. 


In explanation of Map E, giving the proportion of deaths 
from phthisis to all deaths for the counties, Chart 2 may 
be referred to, which expressed this liability to die from 
phthisis for every age group of England and Wales. The 
map expresses it for each county by combining all the age 
groups into an all age proportion rate. This combination 
can as reasonably be made as in the case of mortality per 
1,000 living, or even more so, because the character of the 
curve of ratio of deaths from phthisis to all deaths runs 
more consistently through all age groups than does the curve 
for mortality. If one age group is above or below the 
mean for England and Wales almost all are, while the curve 
mortality per 1,000 hving shows much less consistency. Fig- 
ures are appended (Appendix II.) giving the ratio at ages 
from 25 to 35 years for all the counties. They have just the 
same local relations as when taken for all ages, except in a 
few cases, where the incidence is exceptionally heavy in later 
life. Chart 5 gives an example of the consistency of the 
curve for either sex, comparing North Wales with Lancashire. 

A table of occupations draws this same comparison among 
classes of men at those ages during which phthisis is twice 
as prevalent as it is during the whole of hfe. You may 
judge whether the hability to phthisis is best expressed— 
first, by comparing their mortality in the middle column; 
secondly, by comparing the frequency with which they die 
from this disease in proportion to all other forms of death in 
the last column. 

The docker and the innkeeper have a very high mortality 
from phthisis, but not higher than that from many other 
diseases. Their liability to die from phthisis is but a part of 
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their lability to all kinds of death; a fuller judgment of 
hability to phthisis is afforded by taking into view their low 
proportion of deaths from this cause as shown in the last 
column. The last column, on the other hand, shows that 
such indoor workers as grocers, carpenters, and domestic ser- 
vants, though with a low rate in the mortality column, possess 
a proclivity above the average to this kind of death. (In 
the table deaths from accidents have not been eliminated ; 
such amendment would not alter the order set down.) 

The causes leading to death from phthisis are numerous, 
diverse, and comprehensive, so much so, 1t would seem, that 
the same are also the agencies leading to a large proportion 
of other deaths. Both occupations and counties mark this 
coincidence by the rate of death proportion showing a greater 
number bordering upon the mean than the rate of mortality 
per 1,000 living. The death ratio map then eliminates much 
of widespread evil influences, as overcrowding in towns, which 
Mr. Shirley Murphy showed predisposed to many causes of 
death, increasing the death-rate for such districts in London 
by one-half, while it doubled the phthisis rate. Good influ- 
ences are similarly in part eliminated, especially those attri- 
butes which give rural districts such a low mortality. Clearer 
indications remain as to the influence of locality upon liability 
to phthisis by thus discounting the healthiness or unhealthi- 
ness of counties as shown by the total death-rate. 

In considering for locality the causes that affect the phthisis 
rate in the counties the local influence of tuberculous, zymotic, 
and respiratory system disease will be neglected. Their re- 
lation to phthisis is neither close nor constant. 


OccuP ATION. 


Occupational influence is marked by the death-rate for all 
causes falling upon the counties according to the aggrega- 
tion of their population in the towns. The eleven counties, 
London, Monmouth, Warwick, Staffordshire, Notts, East York, 
West York, Lancashire, Cheshire, Northumberland, and Dur- 
ham, alone have a general death-rate above the mean for 
England, owing to their population being mainly concerned 
with trade and manufacture, and to their dwelling in the 
towns. (Map C.) Worcester, Gloucester, Derby, and London 
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suburban counties also consist largely of trading populations, 
but they join all the other counties in England in being below 
the mean death-rate. 

Intimate as is the connection of the phthisis rate (Map D) 
with the general death-rate it fails to follow that rate when it 
is above the mean in the manufacturing counties as often as 
not; it is only in London, Lancashire, West York, Durham, 
and Northumberland that the phthisis rate rises above the 
mean; the comparative immunity of the other counties shows 
that excess of phthisis need not accompany town occupations. 

In the healthier rural or less manufacturing counties 
phthisis mortality more closely coincides with the low mor- 
tality for all causes. But frequent exceptions are seen in as 
many as one-fifth of these counties—Suffolk, Cambridge, North 
Wales, South Wales, Surrey, Hampshire, and Cornwall— 
which, while above the mean for phthisis rate, are far below 
the mean in density of population (Map F) and death-rate. 
Then the broad statement may fairly be made that occupa- 
tional influence alone gives no explanation to account for 
this want of coincidence in either case. 

If the rate of declension in the counties be compared there 
is little or no difference between counties which are specially 
urban and those which are rural. 


Foop. 


If we turn to another factor in phthisis—food—the map 
of phthisis mortality again affords slight indication that a 
difference in nutrition accounts for the difference in incidence 
of phthisis while not contradicting the idea. But the map 
of lability to die from this kind of death instead of another 
(Map E) suggests at once that much of phthisis occurs in in- 
verse proportion to the wages of the people, for it is wage 
above all things which attracts the population to the towns, 
and with two exceptions—London and Northumberland—all 
the eleven counties with highest mortality in England have a 
proportion of deaths from phthisis which is-below the mean. 


VENTILATION. 


These two counties, London and Northumberland, suggest 
the next factor—air. These two, with Durham and West 
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Riding, are the counties with most overcrowding in England, 
and it is upon that account largely that these four counties 
appeared above the mean mortality of England and Wales, 
both for all causes and especially for phthisis. When the age 
incidence of these counties is inspected it is seen that the 
maximum mortality is a decennium later than usual in men— 
not till from 45 to 55 years. That this follows overcrowding 
was shown in the chart. It is remarkable that eleven counties 
only show this late maximum; of these, six are the only six 
counties whose overcrowding is above the mean for England 
(adding Warwick and Cumberland to those named), the other 
five counties being Cornwall and South Wales (showing the 
influence of metal mines), Middlesex and Essex (showing the 
influence of London), and Cheshire. 

The influence of overcrowding is equally visible when the 
rate of declension in counties is compared. Just as it was 
shown in the sanitary districts of London that a very high 
rate of overcrowding, over 30 per cent., was sometimes ac- 
companied with no declension of phthisis, so it is seen that 
the exceptionally overcrowded counties—-Durham, 34 per 
cent.; Northumberland, 38 per cent.—have made very much 
less advance than any of the other counties of England, only 
about one-half of the mean declension for England and Wales, 
when the crude rates of the Registrar-General for 1861 to 
1870 and 1881 to 1890 are compared. 


CLIMATE. 


Finally, noting the dryness of the climate. It is well known 
that drainage of the subsoil has had much influence in towns 
upon the declension of phthisis. 

Dampness, whether of soil or atmosphere, seems to be a 
special attribute of those counties which have a high phthisis 
rate contrasting with the low death rate from all causes. I 
refer to Cambridge and Suffolk, Cornwall, North Wales, and 
South Wales. Other agencies are present affecting nutrition 
in most marked degree in both North and South Wales, as has 
been mentioned; low wages are conspicuous in Cambridge 
and Suffolk; and mine ventilation, at later age groups, affects 
Cornwall. It may be noted that Cornwall and Cumberland 
probably agree in being better supplied with food than some 
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agricultural counties, while at the early ages they show an 
exceptionally heavy mortality from phthisis. This suggests 
that damp, like general nutrition, has a great effect upon the 
children and young adults. Dampness of houses in nearly all 
rural districts is a factor the influence of which would ex- 
tend over all those rural counties whose special liability to die 
from phthisis rather than from other causes has been associ- 
ated above with a lower wage; Dr. Plowright noted its influ- 
ence in his local survey. Full investigation is required to 
tell whether it be a less or more important factor. Professor 
Seeley, of whom I inquired the superficial geology of fifteen 
of the healthiest rural districts, informed me that nearly all 
were of a mixed character, and many were not characterised 
by marked dryness of soil. His notes are of such interest that 
they are appended (Appendix IIT.). | 

It does not appear that dampness of soil or climate has 
prevented the affected counties having an equal share in the 
rate of declension. 

The local influences thus too briefly considered have existed 
in the counties for the past generation and the same differ- 
ence has existed in the incidence of phthisis always subject 
to the general declension. In time doubtless the county medi- 
cal officers of health will supply fuller and more definite 
evidence. The multitude of the data. which it has been 
necessary to consider in attempting to gauge the causes of 
the declension of phthisis has obliged me to content myself 
with presenting but a summary of those factors which can 
best be measured. These have been, I believe, the most im- 
portant factors, but others of importance have been left uncon- 
sidered, some of which play a considerable part in causation, 
as alcohol, and others which one can only find to be of small 
account, as house infection. 

No attempt has been made to gauge increased efficacy of 
treatment of the disease. 

The condition of the lung seems to be everywhere influ- 
enced by those few well-known evil influences which I have 
discussed, and to respond by becoming infected with tubercle. 
Just as clinical evidence shows the apex of the lung alone 
succumbing to an infection which, it must be supposed, at- 
tacks also other regions of the lung, so the evidence of the 
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death returns would indicate weak lungs succumbing to an 
infection that must attack many more strong lungs without 
effect. Further, the death returns show how vast are the 
opportunities of infection, the sparse populations dying from 
this disease in a greater proportion of deaths than the crowded 
populations, always excepting overcrowding. 

The figures do not tell how many of all the deaths from 
phthisis are under the fluctuating influences we have con- 
sidered, but we may safely infer that the proportion is large, 
and further that, great as the declension of phthisis has 
been, great it may continue. Leprosy, which had poverty 
as its most prominent association, has vanished. Further 
advances in the prosperity of the population will go far to 
assist in the disappearance of phthisis from England. 

It has not been without much ready assistance from the 
officials at Somerset House, the Commissioners in Lunacy, 
Mr. Shirley Murphy, and many medical officers of health, 
medical men in different parts of the country, and friends, 
that I have been able to collect the information upon which 
I have based my remarks, to all of whom I am under very 
great obligations. 


Bibliography.—The following, besides recent works on medicine and lung 
disease, have been referred to:—-Annual Reports of the Registrar General 
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chester Statistical Society, 1896-7. Ogle: Transactions of the Medical and 
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bution of Diseases. Insurance Reports: British Empire Mutual, Equitable, 
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logical Society, 1890-97, Payne, L. Parkes, and Niven. Practitioner: Niven 
and Richard Thorne. Strauss: La Tuberculose et son Bacille. Revue sur la 
Tuberculose, vols. i.-vi. Bulletin de Office du Travail, Decembre, 1898, 
Paris. Salaires et Durée du Travail dans l’Industrie Frangais, tome iv. 
Arbeiter Schutz: Hirt, 1879. 


F, 


28 


“43 


bt 
ee 
—) 


0°36 





75 


and up- 
wards. 


——_, 


M. 


S 
GH re 


5 ° ° 


~ 


ok 
S 


57 | 0°48 
80 | 0°43 
"38 | 0°21 


0-98 0 


SSSonssssss 








a 


~ 


0°59 0: 


YOORAHTOHNDS = 
SMASASSHBNKSSSD 


HOHOH HHH HOOHHOHONHS 


=> 
P=) 
1e/8) 


‘87 | 0 
‘19/0 





‘ 


$F 


M. 


TPH DOM MIDS OOODNDWOAMrOLSO 
B= G2 © 10) B= D HOD 1D OD N19 HD HON 


NAAR aA A eee 





ry) 


IDR OMNES SCI HONCCBHAMAMD 
SS SHO MO MIN OD HIONL OD 


AA eA 








M. 


SIH Re NOE MDINDME DIDS D110 
CD LO F210 1 OO G2 SH OD B= NI S310 CON N19 


NANNNHHANHONANAAA 


3°41 173 2°65 1:17 | 1°32] 0°53 





F. 


‘08 | 4°64 | 1:82 | 2°70 | 1:05 | 1:14 | 0-52 
2°93 | 1°34 | 2:25 | 0-79 | 0°81 | 0-50 


DrDDANDWDINDNDNMADO—M10Cb%10 4 
IDDARPRHOADE-HSSCSANKASHD 


NANA ANN HAHN ANANANAHAAAH 





45- 
Tc‘‘jS=-|--e-_ 


M. 


DAD DORDOMAHMAHHADOH 2S 
TID DH DPIDO SONS ODDDSO D160 S 


aves Sectoid ean cee, 





F. 


HAD D MONAHAN DODNHMoOWtHOWO 
NNO HID O DID HD MIDS NONDE 


MONNNANNANNANANNANDMDAMADN 





— 


M. 


STOR RR SOTA TODO AN R20 HI 
MOM RPOr NTRS TONE NCIO MHS 


MAN MHANMANNAMANMAMAHA 





F. 


eal ee PS pr ag 
ANNNANN MOA M HHO MON 





25- 


nekes_ 


M. 


iD 6 
o> 

ID S SID NI SB De ASPDIIS SOM Hk 
NA 
Sarl 


WBANUWANNMON SH WHOM N1O OS 
DFHDHOM AAO OMOWVDOOATAN 


MANNA OHH ANMMOAM MONA 








F. 


NEAaNME HH ONOTMHATANNOON 
ONTASSMHCCWADMDANGCDOAAsH 


BA ANNNANNNNONNDMONDOAN 





20- 


M. 


OONWOOMAANNGDONOAMOMOOL 
NOOR MSO WMS ODMIO MAM 


NHHHANONANNNANHMAMAANN 








H. 


SGNAMNMASOR-ADMROMRDNOTHON 
ROARS SROASONDIONNSN OE 


Sa aA HNNHANOANAAN KH 





———_ | 


MIO WOME KRMATWDODONOAHS 
HAP DSSNAN GN ODO RDS 10 


HOocostsnAA ee HORAN AAAe 








F. 


Manchester Statistical Society, 1896. 


CH 2 MIS EIQ WOM MD OMOrOONMOWNS 
LD SH SH 61019 B= OL DE OW HM abo 


Seco sceosooooceonHOoHHSesS 





10- 


M. 





F. 


PORHHONHKRSOWHIONHKROHAK 
NAN & OO NN 698 NON OD NN 10 SH OD CO CO SH YD 


SSeeoeSeSseSeeSSesseeoosesesesesoe 


Be oe ee Oe ee a a ee ie ere 
CON ANNAN ANN OOO NAN HH OD D1 ON 


° 


SSO OSOSS SSS SSoSoooeoe 








5- 


M. 


IDSOIQDHNAROKRDH-OKAN NSONON 
NNANNTANTNANNNN OOOOH HOON 


SoeeSeeeeooosooeoseoooceo 





F. 


P= Sh DD MID N=-$ DBANWDDOANDODANS 
60 1 SH OSA SAS SAD SO 1D Be OH O10) HI) 


SeSoSco ceomecooooocooes 


‘oD 





SOS) oOo ee 


M. 


Under 5 





Annual Report of the Registrar-Generul. Figures partly taken from Mr. Welton’s, 





APPENDIX I.—Showing the Phthisis Mortality per 1,000 living in 1881-90. Extracted from Part L., Supplement 55th 
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OCTOBER 12th, 1808. 


Dr. J. F. Payne delivered the Hunterian Society's Lecture 
on 


“THE INCREASE OF CANCER.” 





Mr. PRESIDENT AND GENTLEMEN,—It is my first duty to 
thank you for the honour which you have done me in inviting 
me to give one of the Hunterian Lectures before this society. 
In selecting a subject for my address I have tried to find one 
of general and not merely of special interest. The general 
interest of cancer is perhaps not so widely recognised by the 
profession as that of some other diseases, but I hope to show 
you that its importance is considerable and increasing and 
may require serious attention. 

In speaking of cancer I mean what is called malgnant 
disease generally, including therefore sarcoma, which is com- 
prised in official returns under the head of cancer. To 
guard against any misapprehension I may say that this 
distinction is unimportant as regards statistics, since the 
number of cases of sarcoma is so small compared with those 
of carcinoma that their inclusion or omission would cause 
but little difference to the number. But since some kind 
of definition seems called for in a subject of this kind, I 
should say that I think of cancer as a general disease, apart 
from the histological peculiarities of the cancerous tumour— 
a view which was often urged by Sir James Paget, our 
honoured master in this matter, but is perhaps not sufficiently 
appreciated. This disease begins at one part of the body 
(or very rarely at more than one) and extends continuously 
in that part, or to others by mere contact. Next it may, 
through the mechanical facilities which are afforded by the 
blood- or by lymph-circulation, be transferred to other parts 
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of the body, and give rise to secondary foci. In some cases 
it may be so widely distributed as to produce a sort of general- 
isation of the disease. In all this I have said nothing more 
than could be said with equal truth of tubercle or syphilis, 
or even of pyzmia in a limited sense, but it has taken half 
a century's work to establish these simple laws in the case of 
cancer. There are, however, certain peculiarities which 
distinguish cancer from the diseases just named. It has a 
peculiarity of beginning in one special kind of tissue—either 
in surface epithelium, or in secreting epithelium, or in con- 
nective tissue, and producing a new growth of that particular 
kind of tissue, which is repeated even in the secondary foci. 
On this account it appears difficult to some pathologists to 
recognise that it 1s really a disease. 

The analogy of cancer with the specific diseases mentioned 
above has naturally led to the hypothesis that, hke the rest, 
this disease is produced by some living cause or micro- 
organism, but the search for such an organism has been up 
to the present time unsuccessful. As regards: bacteria there 
is really little resemblance between their effects and the 
erowth of cancer, since all the reactions produced by 
bacteria in the body are purely defensive, that is inflamma- 
tory, and do not result in the growth of any special kind of 
tissue. There is more plausibility in supposing the cancer 
parasite to be an animal organism belonging to the pro- 
tozoa, but no such organism has been satisfactorily demon- 
strated. The latest theory—that which attributes cancer to 
the growth of blasto-mycete or yeast—seems to me equally to 
lack demonstration. On the whole, the parasitic theory of 
cancer looks decidedly less promising than it did two or three 
years ago, and although no one can deny the possibility of a 
parasite being found, it appears to me personally very doubtful 
whether this will turn out to be the solution of the problem. 

But in studying the increase of cancer, it is impossible not 
to speculate about its cause, however little may be precisely 
known respecting it. We ask: Is the cause one originating 
in the body or outside? Is the disease ever transmitted from 
one person to another, either directly or through indirect 
contagion? or does each person affected acquire it independ- 
ently from some source of infection in external nature! On 
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the other hand, is the disease, as some suppose, inherited? 
These questions cannot at present be answered. But, perhaps, 
one ought not to avoid giving one’s personal opinion of what 
is probable; and, first, I believe that there is an inherited 
bias or proclivity towards cancer in certain families; secondly, 
I think that the cases of supposed direct contagion are so 
exceedingly rare as to be probably due to coincidence ; thirdly, 
indirect contagion cannot be proved, and in cases where it 
appears probable the real explanation may be the separate 
action of the same local cause on the -persons affected; and 
fourthly, the operation of some external local cause of infec- 
tion is rendered probable by certain facts of geographical and 
local distribution. The hypothesis of some external cause 
especially abundant in certain places or even in certain houses 
would explain many of the facts of the prevalence of cancer, 
though it does not follow that because it explains the facts 
it is true. If, however, this were established, cancer would 
belong to the miasmatic, not to the contagious class of diseases, 
though it might well be affected by personal habits and 
constitution or by inherited qualities. Still, we must confess 
that the existence of such a cause is at present entirely hy- 
pothetical. 

Before going on to my main topic I must briefly notice one 
or two other points in the natural history of cancer. 1. Its 
relation to age. Cancer, as we know, is almost confined to 
adult life, and is chiefly prevalent in the period past the 
middle age, its frequency in proportion to the number of 
individuals living increasing up to extreme old age. Differ- 
ent forms of the disease, however, have their maximum fre- 
quency at different ages. Sarcoma, on the other hand, is 
common in early life—sometimes so early as to appear con- 
genital. The few deaths in early life attributed in statistics 
to cancer are doubtless mostly due to sarcoma. Table I., 
kindly supplied to me by Dr. Tatham for another purpose, 
shows the prevalence of cancer at different ages, together 
with the corresponding facts for phthisis. 2. In relation to 
sex. It is well known that cancer is commoner in females 
than in males, owing to the greater liability of the former 
to cancer of the sexual organs. In England this difference 
is becoming less in consequence of the more rapid increase of 
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TABLE I.—Mortality from Cancer and from Phthisis in England 





and Wales, 1881-90. 











Cancer. Phthisis. 

Ages i a ie Gi one nae 

- Deaths. ee Deaths. Beane 

million. million. 

All ages 7m 161,920 589 | 473,968 1,724 
Under 5 years (a2 20.) 18,950 36 
5-10 years 332 10 9,502 290 
40-15 ,, 332 11 | 15,680 521 
15-20 .,, 563 20 | 42,471 1,545 
20225 859 35 | 57,802 2,324 
29-30" 45 5,221 128°) 116,008 2,901 
35-45 ,, 18,315 584 | 98,178 3,132 
45-55, 36,069 45545 | -63,913 24 
55-65 __,, 45,761 2,868 | 34,606 2,169 
69-75 ;, re we 38,318 4,160 | 12,485 1,305 
75 years and upwards 15,438 4,295 1,873 521 








cancer in males than in females, but such is not the case to 


the same extent 
relations. 


in all countries. 


3. In regard to social 
It is generally believed that cancer is relatively 


more common in the upper classes of society than in the 
lower. Very likely this is the case, but no accurate proof 
can be given unless we know the numerical proportions of the 
different classes of society. 

I now proceed to the main subject of my lecture—namely, 
the increase of cancer as recorded in statistics. Is it real, 
or, as some have supposed, only apparent, the numerical 
increase being due to errors or imperfections in the registra- 
tion of disease? First, we have to consider the numbers 
given in the statistics issued by registration authorities in 
different countries, and especially those issued by the Regis- 
trar-General for England. We cannot go further back than 
about half a century ago, when the English system of regis- 
tration was in working order, though not so complete as 
now, and, as remarked by Hirsch in the first edition of his 
“ Handbook of Historical and Geographical Pathology,” pub- 
lished in 1863, supplied at the time almost the only trust- 
worthy statistics accessible. According to the earliest reports 
the death-rate from cancer in 1840 was 177 per 1,000,000, and 
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in 1850 it was 279 per 1,000,000, but as the accuracy of regis- 
tration in those days may be questioned I will begin at the 
year 1851, when the system of nomenclature was altered, and 
I have put down the returns issued by the Registrar-General 
since that year.* Table II. shows the rates of certain periods 
of years, together with the distribution of deaths according 
to their age-periods. Table III. shows the actual death-rate 
for cancer in every year since 1877, compared with the corres- 
ponding rate for phthisis. The general result of these tables 
shows a perfectly steady increase, with scarcely a break in 
the mortality ascribed to cancer. They also show that the 
rate of increase has been more rapid in males than in females, 
so that the rates for the two classes tend to approximate. The 
rate of increase is also more rapid at the advanced periods 
of life than it is in middle age. The total increase in the 
death-rate since 1851-60 is 86 per cent. for all ages, and over 
100 per cent. for ages above 55 years. It is instructive to 
compare these figures with the statistics for Scotland and for 
Ireland. 

In Scotland the increase in the registered mortality from 
cancer has been as steady as in England, and the death- 
rate of each sex does not differ much from the English rates, 
being in some years practically identical. The rate has 
increased from 404 in 1861-65 to 540 in 1881-85, and in 1897 
it was 770. The mortality from cancer in the eight large 
towns of Scotland is higher than that in the country gener- 
ally, especially in the “insular rural districts’’—that is in 
the islands, where the mortality from cancer is very low. 
It is noticeable that the death-rate for males does not in- 
crease faster than that for females as it does in England. 
In some years—e.g., 1883-86—there was no increase in the 
male death-rate, the whole increase being due to an advance 
in the female death-rate from 640 to 740 (see Table IV.). 

In Ireland the mortality from cancer generally has been 
for many years lower than in England or Scotland, but I do 
not dwell upon this difference, since in comparing the statis- 
tics of different countries it is necessary to take into account 
the special conditions, including the number of persons living 
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TaBLe Il.—Mean Annual Death-rate from Cancer per 1,000,000 
Persons Living at successive Age-periods, 1851-60 to 1581-90. 
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Tasie III.—Annual Death-rates to 1,000,000 Living, 1877-97. 
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Cancer. Phthisis. 
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1886 .. 590 431 741 1739 1874 1612 
VEST oe 615 464 158 1615 1728 1508 
1888 ... 621 459 Ue 1568 1717 1428 
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Poe. ray 550 863 1468 1639 1307 
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TABLE IV.— Annual Death-rates to 1,000,000 Living, 1883-97. 
(Scotland.) 
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ori = x _ . 
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at different ages, which may differ greatly in the respective 
populations. This question I leave on one side as not a part 
of my subject. The death-rate from cancer in Ireland has, 
however, increased regularly since 1881—from 370 in 1881-82 
to 530 in 1896 and 580 in 1897. A noticeable feature is the 
great age of the population generally, and hence the prevalence 
of cancer at the higher ages. A few deaths from cancer are 
annually recorded even in persons aged over 95 years. The 
Trish statistics also contain valuable tables showing the part 
of the body affected by cancer, to which I shall refer later. 

In all European countries there has been an increase in 
the recorded mortality from cancer. For instance, in Nor- 
way it increased from 320 in 1877 to 600 in 1887, and in 
Prussia there was a similar advance from 310 in 1881 to 
380 in 1887. In America the returns for New York show an 
increase from 400 in 1875 to 530 in 1885 (Roger Williams). 
To take an instance from the Australian Colonies, we find 
that in New Zealand there has been a steady increase in 
cancer mortality since 1881, and it is remarkable that the 
death-rate for males is very nearly equal to that for females, 
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and in one year (1886), the former slightly exceeded the latter. 
But it is not my purpose to enter upon the cancer statistics 
of foreign countries. JI mention these facts merely by way of 
illustration. 

We now return to the question whether the increase indi- 
cated by statistics is a real one. There is a general impres- 
sion that deaths from cancer are much more carefully regis- 
tered now than they were formerly, and many deaths used 
to be set down to old age or general decay which now would 
be registered as due to cancer. This view has been stated 
more than once by the Registrar-General and there can be 
no doubt that a certain proportion of the registered increase 
is due to this cause, as was explained by Dr. W. Ogle in 
the reports of the Registrar-General for 1882 and 1883. In 
a later report for 1889 reference is made to the supposed 
fallacy, but the following statement occurs: “It seems 
scarcely possible to maintain the optimistic view that the 
whole apparent increase can be thus explained, and it must 
be admitted as at any rate highly probable that a real increase 
is taking place in the frequency of this malignant affection.” 

It seems @ priorz rmprobable that the diagnostic skill and 
general education of the medical profession or greater accur- 
acy in registration have improved so much even in the last 
ten years as to account for the very large increase in the 
registered mortality from, cancer. Something is no doubt 
due to the great pains taken in the Registrar-General’s office 
to ensure the accuracy of medical certificates by making special 
inquiries about vague or ambiguous certificates of death. By 
such inquiries a certain number of deaths attributed to other 
causes, such as “‘tumours,’ have been rightly ascribed to 
cancer, but the estimated increase due to this cause is a 
small part of the recorded increase. Dr. Tatham, in his 
last report, states that of the deaths classed under the head- 
ing “cancer” in the years 1891-97, 2°6 per cent. are the 
result of this system, a number too small to affect the statistics 
previously. Furthermore, the fact that in England the in- 
crease of cancer is greater in the male than in the female 
sex is thought to bear out this conclusion. In the words of 
Dr. Ogle’s report for 1883: “ The cancerous affections of males 
are in a much larger proportion internal and inaccessible than 
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in females, and consequently are more difficult of recognition, 
so that any improvement in diagnosis would add more to the 
male than to the female figures.’ But we have seen that 
this does not apply to Scotland or to New Zealand. 

The only other detailed argument against the reality of the 
registered increase of cancer is that of Messrs. King and 
Newsholme, in the Proceedings of the Royal Society in 1893.+ 
Besides the argument already put forward by Dr. Ogle they 
add the following: “The apparent increase in cancer among 
persons assured in the Scottish Widows Fund Life Assurance 
who would be presumably well-to-do prosperous persons is 
not so great as among the general population.” They also 
quote certain statistics on the deaths from cancer in the 
city of Frankfort-on-the-Main. These arguments, put forward 
by so eminent a statistician as my friend Dr. Newsholme, re- 
quire careful attention. The argument from the returns 
from the life assurance office does not seem to be of much 
value in consequence of the small number of persons concerned, 
but if it proves anything it would only show that cancer has 
increased more rapidly among the lower classes than among the 
upper classes. I do not see why this conclusion should not 
be accepted without impugning the accuracy of registration, 
especially as there are other grounds which make this infer- 
ence probable. 

The only really important argument is that affecting the 
question of accessible or inaccessible cancer raised by Dr. 
William Ogle. Taking the statistics of Frankfort for 30 years, 
Dr. Newsholme has separated those kinds of cancer which are 
regarded as accessible or easy of diagnosis from the inacces- 
sible. To the first group he refers only cancer of the tongue, 
of the breast, of the uterus, and of the vagina, and from 
these data he calculates separately the results for the two 
sexes. Now it is plain that only one of these kinds—namely, 
cancer of the tongue—applies to the male sex. I find from 
his tables, that in 30 years there occurred in Frankfort 26 
cases of cancer of the tongue, of which six were in women, 
leaving only 20 for the men. In another part of the tables 
the number is given as 31. On the basis of these 20 or 30 
cases Dr. Newsholme has calculated a death-rate per 1,000,000 


t Vol. liv., p. 209, 


THE INCREASE OF CANCER. (a: 


for periods of years. But these numbers—whether there were 
20 or 30 deaths in 30 years—seem a very inadequate basis 
for calculation, and I cannot but think that it would have 
been better to omit the statistics thus arrived at for the male 
sex. With regard to females the conclusion is that the 
mortality from cancer of the breast and uterine organs did 
not increase, or at least not much, in Frankfort during 30 
years. This may be a sound conclusion as regards that particu- 
lar city (of which the population was from 50,000 to 90,000 
during the period referred to), and before accepting this con- 
clusion as a general law one must inquire whether similar 
results are arrived at in larger populations, and especially con- 
sider the cancer of so-called “accessible” parts, where the 
supposed improvement in diagnosis does not apply, or very 
slightly. 

It is difficult to find the statistics which give the part of the 
body affected by cancer. The reports of the Registrar-General 
for England do not generally deal with this subject, but in 
the report for 1889 Dr. Ogle published a table showing these 
facts for a certain selected number of deaths from cancer 
recorded in the reports for 1868 and 1888 respectively.t The 
figures arrived at cannot be regarded as absolutely accurate 
in consequence of the vagueness of the statements contained 
in the certificates of death, on which they are founded, but 
the general results are very striking. A general increase in 
the annual death-rate from cancer of all important parts was 
noted, but by far the largest increase occurred in cancer of the 
digestive organs. In 20 years the death-rate of cancer of 
these organs collectively had increased by 74 per cent. for 
males, and by 98 per cent. for females. Cancer of the tongue 
increased more particularly by 67 per cent. in males. Cancer 
of the generative organs in women, on the other hand, in- 
creased by 15 per cent. only—namely 9 per cent. for the 
breast and 19 per cent. for the uterine organs. The general 
death-rate from cancer increased in these 20 years from 404 
to 610, or 50 per cent. These numbers are not practically 
t+ Inthe Report of the Registrar-General for 1897 Dr. Tatham has intro- 


+ 
duced a most valuable table showing the description of the disease and the 
part of the body affected by cancer. But there is nothing in the English 
reports of previous years to compare with this. 
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comparable with those given above, but they show at least 
that the increase in cancer of the digestive organs was above 
the average increase, and that for the generative organs 
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The Registrar-General for Ireland has since 1887 given 
tables showing the part of the body affected in fatal cases 


of cancer. 


Table Va.). 


A short abstract is given in Table V. (see also 


In explanation of this table I may point out 


TaBLE V.—Deaths and Annual Death-rates in Averages for Periods 
of Years 1887-97. (Lreland.) 
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TABLE VA.—Cancer in Ireland. 
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that the population of Ireland is not increasing, but is some- 
what diminishing, though the decline is now nearly arrested. 
Hence the population might almost be taken as constant and 
the actual numbers of deaths are as significant as death-rates. 
For cancer generally we see that in 10 years the increase 
in the annual number of deaths has been 25 per cent., and 
the rise of the death-rate 31 per cent. For the breast only 
the increase in numbers is 22 per cent., and in the death- 
rate 27 per cent. There has been an increase of 40 per 
cent. in deaths from cancer of the tongue. The results 
as to these two organs seem to me to be particularly import- 
ant because there is little room for error of diagnosis. It is 
impossible to believe that ten years ago the medical pro- 
fession in Ireland was less competent than now to diagnose 
a fatal case of cancer of the breast or of the tongue. I have 
also calculated the ratio which the mortality from cancer of 
different organs bears to the total cancer mortality. I find 
that the proportion of cancer of the sexual organs remains 
early constant, especially that of cancer of the breast ; 
while the proportion of cancer of the digestive organs has 
shghtly increased, and this increase is greater in females than 
in males. 

Further, to elucidate the relative frequency of cancer of 
different parts of the body, I have collected the cancer statis- 
tics of St. Thomas’s Hospital for the past 20 years, which 
give an average of something like 200 cases a year. The 
general result is that while the admissions (not deaths) for 
all kinds of cancer have increased, the increase has been 
greatest in cancer of the digestive organs, and in this group 
the annual admissions have increased to three or four times 
the number of 20 years ago, while the cases of cancer of the 
generative system have about doubled, and external cancers 
have more than doubled in frequency. Cancer of the tongue 
separately calculated shows a great increase, amounting to 83 
per cent. in 20 years. These proportions refer to admissions 
on the medical and the surgical side taken together. If the 
statistics of the medical wards were taken alone the dispro- 
portion between cancer of the digestive organs and that of 
the generative organs would be still higher. At one time 
the medical wards (including one ward for diseases in women) 
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admitted more cases in which the generative organs were 
affected than in which the digestive organs were affected. 
Now the number of the cases of the latter class far exceeds 
that. of the former. Since the total admissions to the hospital 
have very much increased in 20 years, I ought to say that 
this fact has been taken into account. I have to thank my 
friend Dr. A. E. Russell, the medical registrar at St. Thomas’s 
Hospital, for the help which he has given me in preparing 
these statistics. 2 

Taking the results obtained from these three sources of in- 
formation—namely, Dr. Ogle’s statistics for England, those 
of the Registrar-General for Ireland, and the admissions to 
St. Thomas’s Hospital—I conclude that not only has there 
been an increase in the prevalence of cancer generally, but 
that this increase is especially noticeable in cancer of the 
digestive organs, and is very striking in the case of cancer 
of the tongue. The increase in cancer of the tongue, as cal- 
culated from the three sources mentioned above, shows even 
a rough approximation to equality, the annual rate from 
Dr. Ogle’s statistics (before 1888) being 3°35 per cent., that 
from the Irish statistics of mortality 4 per cent., and that of 
admissions to St. Thomas's Hospital 4:15 per cent. We there- 
fore estimate, as a rough approximation, that cancer of the 
tongue is increasing at the rate of something under 4 per cent. 
per annum, a very striking fact. 

This conclusion, as to cancer of the digestive organs, is con- 
firmed by two other series of facts—namely, (1) the more 
rapid increase of cancer in the male than in the female sex, 
at least in England, since the digestive organs are in the 
male sex the most frequent and important site of cancer; and 
(2) the fact that the increase of cancer is more marked at the 
later periods of life than it is in middle life, as may be seen 
in Table II. For the mortality from cancer of the breast, 
and less strikingly from cancer of the uterus also, attains its 
maximum earlier in life—namely at from 45 to 50 years of 
age, hence the large mortality in later ages must be in a 
great measure due to cancer of the digestive organs. The in- 
crease in the death-rate for successive age-periods is well 
shown in the valuable table (Table VI.), for which I have to 
thank Dr. Tatham of the General Register Office. The 
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general conclusions which we may draw from all the facts 
which I have brought before you are, I think, as follows: 
1. Cancer is becoming increasingly frequent as a cause of 
death. 2. In this increase there is a marked predominance 
of cancer of the digestive organs. 3. Cancer of the genera- 
tive organs increases less rapidly, but does not stand still. 
Since it is natural to the human mind to try to explain every- 
thing, we cannot but ask whether any explanation of this 
increase can be given. I will mention the most important 
solutions which have been proposed of the problem. 

1. Heredity—Dr. William Ogle, in his report for 1889, 
makes the important remark that if cancer be in any way 
hereditary (a question which he does not undertake to decide) 
and if, as is known, it does not hinder fertility, there must be 
in every generation an increasing number of persons possess- 
ing this inherited liability to cancer. Hence, he says, “ It 
must follow as a necessary arithmetical consequence that the 
tendency shall spread wider and wider among the popula- 
tion.” Since this explanation can only be adopted if we also 
accept the theory of heredity in cancer, which I regard as 
being for. the present not actually proved, I will not discuss it 
further. 

2. Increased longevity.—lt is often thought that the in- 
crease of cancer can be explained by the general lengthen- 
ing of the duration of human life, at least in this country, by 
which there would be larger numbers of persons living at the 
ages liable to cancer. But this rests on a misapprehension. 
Before the census of 1891 it was generally expected that the 
result would be to show a larger proportion of old persons 
in the population, but the result of that census was to show 
that the proportion of persons above the age of 45 years had 
not at all increased in comparison with the former censuses 
ot 1871 and 1861. On the contrary, the proportion at cer- 
tain ages above 45 had even diminished. This explanation, 
then, has no validity. 

3. The decline of tubercle.—It will be seen from Tables IIT. 
and VII. that concurrently with the increase of cancer there 
has been in England a remarkable decline in the death-rate 
from phthisis. This is less true of other tuberculous diseases, 
but I do not take them into account since they affect chiefly 
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early periods of life and not those in which cancer is specially 
prevalent. It is therefore often said that cancer carries off 
the lives which have been spared by the diminishing mortality 
from phthisis and I was formerly disposed to accept this 
explanation.* It is, however, to be observed that in England 
the reduction of the death-rate from phthisis is far more 
marked in the female sex than in the male sex, whereas 
the increase of cancer, as we know, exhibits a converse 
relation. Still, if the English statistics were the only ones 
existing this explanation might be very plausible. But when 
we turn to the results for Scotland and to those for Ireland 
we find that it does not apply. In Scotland, for instance, 
the increase in cancer has been accompanied by a much 
shghter diminution in the mortality from phthisis than has 
been observed in England (see Table IV.). In the eight prin- 
cipal towns of Scotland the reduction in the death-rate from 
phthisis between 1887 and 1897 has been from about 21 to 
about 20 in 10,000, while the general death-rate from 
phthisis is far higher than in England. In Ireland the Regis- 
trar-General especially points out that there has been of late 
years virtually no reduction at all in the mortality from 
phthisis. Since, then, this explanation cannot apply to Scot- 
land or to Ireland, it is very doubtful whether it has any 
importance as applied to England. 

I should like, however, to draw attention to the extraordin- 
ary alteration in the ratio of the death-rates from cancer and 
from phthisis for the female sex in England. In 1877 the 
death-rate for females from cancer was 636 per 1,000,000, that 
from phthisis 1,987, the former being less than one-third of 
the latter. In 1897 the cancer death-rate was 929, that from 
phthisis 1,162, a ratio of four to five. That is, cancer now 
causes in English women four-fifths of the mortality caused 
by phthisis, a result which must appear surprising to those 
who have not looked into the statistics. 

4. Decline in zymotic diseases —During the whole period 
marked by an increase in cancer mortality there has been a 
very great decline in the mortality from zymotic or infective 
diseases and, since these diseases are specially fatal in early 


* See a paper in the Proceedings of the Life Assurance Medical Officers’ 
Association, Session 1896-97. London, 1898. 
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life, it is naturally considered that this decline allows more 
people to survive to the ages at which they become liable to 
cancer. Considering, however, what was said before about 
the proportional number of old persons in the population 
one cannot but doubt whether this explanation is even 
plausible. I have given in Table VII. the annual death- 
rates in groups of years from zymotic diseases and phthisis 
compared with cancer. 

5. Prosperity——It is often said, and has been particularly 
urged by Mr. Roger Williams, that cancer is a disease to 
which well-nourished and prosperous populations are especi- 
ally liable. Probably there is some truth in this, and with 
regard to the lower classes in this country there can be no 
doubt that their general prosperity and average nutrition have 
greatly improved during the period under consideration. In 
1849 the average number of paupers in England was 62 per 
1,000. In 1896 it was only 23°4 per 1,000. This contrast 
indicates an enormous improvement in the general well-being 
of society, especially of the poorer classes. These classes have, 
indeed, of late years in their food and general nutrition closely 
approximated to the level of the so-called better classes in the 
last generation. In particular their consumption of animal 
food, especially fresh meat, has very largely increased. Now 
it is the poorer classes that by their numbers make national 
statistics. Possibly the consumption of meat may be, as Mr. 
Williams suggests, an important factor. But we must  re- 
member that cancer is said to be very prevalent in such coun- 
tries as India, where the population is chiefly vegetarian. I 
think, therefore, that the question of the influence of diet 
on the production of cancer is hardly yet ripe for solution. 
We must not, however, forget the special incidence of cancer 
of late years on the digestive organs, and of all speculations 
respecting the pre-disposing causes of cancer this seems to me 
the most plausible. In regard to cancer of the tongue, the 
increased prevalence of smoking must not be forgotten. 

6. Alcoholism.—Some would be inclined to set down the 
prevalence of cancer in certain classes, and especially its 
tendency to attack the digestive organs, to excessive, or at 
all events to a large, consumption of alcoholic drinks. There 
is no doubt that the average consumption of alcohol in this 
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*TaBLeE VIII.—Cancer Deaths in Males. Highest and Lowest Mortality 
for Certain Occupations, showing the Comparative Figure to 1,000 
Deaths from all causes. ( England.) 
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Paper makers ... aS het sumeenes 

Occupied males (London) ... | 59 | All occupied males ... .. | 44 
Occupied males _ (industrial Occupied males (agricultural 

districts)” ... es iontt 8 districts) ... a .. | 40 


* Tn this table the mortality of all males from 25 to 65 years of age from 
all causes is taken as a standard = 1,000. Out of this number the deaths 
from cancer in ali males amount to 47. The above table gives the comparative 
numbers for males in different occupations, these numbers having only a 
relative, not an absolute, value. (Supplement to Fifty-fifth Annual Report of 
the Registrar-General in England, Part 2, p. clx.) 
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country has very greatly increased. Moreover, by the Regis- 
trar-General’s report for 1896 we learn that the mortality 
directly referred to intemperance in that year was consider- 
ably above the mean rates in previous years, and we know 
that deaths indirectly due to alcoholic excess are much more 
numerous than those directly caused by it. It may, more- 
over, be the case that free indulgence, even stopping short 
of actual intemperance, in drink, with abundance of highly 
nourishing food, tends to produce cancer of the digestive organs. 
The question of occupation is also important here (see Table 
VIII.). Looking at the tables showing the relative liability 
of different professions to death from cancer given in the 
Registrar-General’s report on the census of 1891 I find that, 
putting aside two small and special classes—namely, chimney- 
sweeps and copper-miners—the highest mortality from cancer 
is found in the occupations of brewers, inn-keepers (especially 
in London), inn servants and commercial travellers. In ali 
these occupations there is no doubt special temptation to in- 
dulgence in alcoholic drinks. I also observe that farmers, 
agricultural labourers, and all workers generally in agricultural 
districts have a lower rate than the average, and very much 
lower than labourers and industrial workers generally in Lon- 
don. This is important, because 1t 1s frequently stated that 
the inhabitants of rural districts suffer more from cancer than 
do dwellers in towns. Now we know that the proportion of 
the population lving in towns has greatly increased of late 
years compared with those hving in the country, therefore it 
is possible that town life itself is one factor attending the 
increased prevalence of cancer. But I must say, in conclu- 
sion, that the impression made upon my mind is that no 
explanation yet given accounts for the increase in the pre- 
valence of, and mortality from, cancer; the cause of this 
change, if it has any special cause, has yet to be ascertained. 
But of the fact that the mortality from cancer has increased 
and is increasing I maintain there cannot be the smallest 
doubt, even if we allow that a certain proportion, but a pro- 
portion steadily diminishing, in the recorded increase has been 
due to improvements in medical diagnosis and registration. 
Postscript.—Since this lecture was delivered the annual 
report of the Registrar-General for England for 1897 has ap- 
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peared, and the statistics given show that the increase of 
cancer is fully maintained, the death-rate being the highest 
on record. Dr. Tatham in his introductory remarks does not 
accept the view that the increase of cancer is only apparent, 
though he thinks that a certain portion of the recorded in- 
crease in the years 1851-60 and 1871-80 was due to improve- 
ments in medical diagnosis. But he remarks, as regards the 
future, that there are evidently hmits to any possible effects 
of such improvement. 


OCTOBER 26th.—Clinical Evening. 





(PSEUDO?) BULBAR PARALYSIS. 
Case shown by Dr. F. J. Smith. 


S. P., a carpenter, zt. 60, went to bed feeling well. In the 
night he fell out of bed, but was able to climb back and fall 
asleep again; next morning his wife found that he was unable 
to speak (it was, and remains, doubtful whether he himself 
noticed this inability to speak when he fell out of bed). He 
was brought at once to the hospital. Inquiry into his per- 
sonal history showed that he was a very temperate man, with 
a doubtful history of syphilis. His condition on admission was 
as follows :—— 

Alimentary system—healthy, except so far as the loss of 
power to swallow (vide below), and slight constipation, 

Respiratory system—healthy. 

Vascular system—heart hypertrophied, and arteries uni- 
versally thickened. 

Urine—pale as a rule, 8.g. 1010 to 1026. No albumen. 

Nervous system—on the motor side there was a little 
weakness in the right thigh and leg which apparently 
soon passed off, or at least became unnoticed. The chief 
motor trouble was with the cranial nerves (vide later). 

Sensory side—no disturbances of sensory phenomena were 
detected anywhere. 
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Reflexes—the knee jerks were said to be absent on 
both sides on admission, but they returned to a fair 
average amount during his stay in hospital, and did 
not become exaggerated. Superficial reflexes natural. 

Bladder and rectal functions—seemed quite unaffected. 

Mental condition—slightly emotional, but otherwise quite 
clear. 


Cranial Nerves: 


1. Unaffected. 

2. No optic neuritis or other fundal changes noted. 

3, 4, and 6. Seemed quite unaffected. No double vision 

or obvious squint. 

5. Seemed unaffected. 

7. Some slight degree of weakness of faceal muscles in 
general, but no definite changes, except so far as the 
7th may be concerned with. 

9, 10, 11, 12. In the movements of articulation, swallow- 
ing, protrusion of tongue, etc., these movements were 
all nearly completely paralysed, his voice was nearly 
unintelligible, and only used as a whisper (Mr. 
Hovell reported that the vocal cords moved rather 
jerkily, but otherwise no laryngeal abnormality) ; the 
saliva and liquid food trickled out of the mouth 
through inability to swallow, so that he had to be 
fed with a nasal tube; the tongue could not be pro- 
truded at all, but remained immovable in the mouth ; 
the palate could not be made to move by any ordinary 
stimulus appled to it (later it was noticed that 
though this remained true, still the palate was readily 
drawn up reflexly in laughter). 


Dr. Suira remarked that he thought the case was one of 


an acute accident to the bulb, probably thrombosis of very 
limited extent. Dr. Head had thought that the case was 
probably one of double cortical mischief or pseudobulbar 
paralysis, but against this view Dr. Smith urged the absence 
of any previous cerebral attack. The fact that the patient 
recovered is, however, a point in favour of the supra-bulbar 
seat of the mischief. 
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The H. P. under whose care he was, discharged him after 
ten weeks stay, with the power of eating, drinking, and speak- 
ing to some extent recovered, but “the falling away of the 
lower lip and dribbling of saliva was still very marked.” 


Dr. Hutcouison thought that the absence of muscular wasting 
of the tongue showed that the lesion was above the nuclei of the 
bulb, possibly in the lenticular nucleus or inferior frontal convo- 
lution. 


CASE OF GANGRENE OF FOOT. 
Case shown by Dr. F. J. Smath. 


F. R., a schoolboy, et. 144, came to the O. P. department 
in August, 1898, complaining that his left great toe had be- 
come blue and cold, and that the fingers of his left hand 
itched and tingled. He was admitted with a provisional 
diagnosis of Raynaud’s disease. His history, as taken in the 
wards, showed that he had had “ rheumatism’”’ once or twice, 
and also two years ago an attack of scarlet fever, but from 
this he 1ecovered completely without complications. His con- 
dition on admission showed nothing but a gangrenous condition 
of the big toe as above. Before, however, he had been in 
many days, he developed three interesting features: (1) a 
definite mitral systolic bruit with extraordinary dicrotic pulse, 
(2) a pneumonic (i.e., consolidation) condition of the right 
upper lobe of the lung, (3) a spreading of the gangrenous ap- 
pearances and process to the whole of the foot and part of the 
leg as far as the calf. The most careful inquiry and examina- 
tion failed to reveal any adequate cause for the gangrene 
(which, if Raynaud, showed many deviations from type), the 
urine was, and remained, normal throughout, and finally Dr. 
Smith concluded it was probably embolic from the heart with- 
out previous bruit. During his stay he was given up many 
times as moribund, it being feared that the lung trouble 
would spread as the foot mischief seemed inclined to do. He 
was treated with calcium chloride in free doses, and fresh 
fruit ad libitum, but no definite improvement resulted from any- 
thing. However, with careful nursing, he ultimately struggled 
through, the lung trouble clearing up, and the cardiac bruit 
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practically disappearing. After going for change of air he 
was re-admitted in January, 1899, and underwent an opera- 
tion for removal of the gangrenous tissues; it was remarkable 
to what extent the apparently dead limb had recovered, so 
that ultimately only a portion of the foot was removed. 

Dr. Smirn remarked on the obscurity of the cause of the 
local gangrene, and on the excellent results ultimately ob- 
tained by a policy of waiting and nursing with masterly in- 
activity. He thought that it was not Raynaud’s disease at all, 
because (1) it was in no degree symmetrical, (2) it did not 
seem to be constitutional, (3) the urine was never blood- 
stained and never had been, (4) the lung complication, (5) the 
general appearance, etc., of the patient, and the absence of 
anything pointing to that disease. 


CASE OF RAYNAUD’S DISEASE. 
Shown by Dr. J. H. Sequeira. 


The case was shown as a contrast to the case of true gan- 
grene in a young lad, which Dr. F. J. Smith had just exhi- 
bited to the meeting. 

The patient, a young Jew aged 19, was attending the Out- 
Patient Department of the London Hospital, under the care 
of Dr. Bertrand Dawson, and it was by Dr. Dawson’s kind 
permission tnat he was present at the meeting. The patient 
came of a healthy family, no member of which had been 
similarly affected. During the winter of 1897, he noticed that 
there was a tingling in the ears, and that the margins of the 
auricles on each side were red. In fact, the description given 
was that the ears appeared to have been affected with chil- 
blains. The process had been steadily progressing, although 
during the hot weather the progress seemed to be retarded. 
On examination is was at once obvious that there had been 
considerable destruction of tissue along the margin of the 
auricle. The nose was unaffected, but the hands and feet had 
rather a bluish appearance, due no doubt to impaired circu- 
lation. There had never been any hemoglobinuria. There 
was no pain, and the disfigurement was the chief source of 
trouble to the patient. 
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Dr. SEquerrA commented upon the differences between Dr. 
Smith’s case of true gangrene and this case of Raynaud’s 
disease, and pointed out that our knowledge of the pathology 
of the latter was very imperfect. It was noticed that it had 
been proved that the blood vessels supplying a region affected 
with Raynaud’s disease were pervious, and that the theory 
which fitted most of the observed facts was that the condition 
was due to a spasmodic contraction of the peripheral blood- 
vessels. But as to the factors which determine this contrac- 
tion, beyond the greater liability for the disease to occur 
during the cold weather, there was practically no information. 


CASE OF CEREBELLAR TUMOUR. 
Shown by Dr. J. H. Sequewra. 


The patient, Victor P., aged 8, has been under Dr. Sequeira’s 
care since July, 1897. He was shown to the Society on April 
13th, 1898 (see Transactions, p. 189). At that time there 
were the classical signs of gross intra-cranial disease—headache, 
vomiting, and double optic neuritis, and there were localising 
signs in a somewhat reeling gait and a slight tendency to fall 
to the left side. The symptoms have all become more marked. 
The patient is very ataxic, and can hardly walk without 
assistance. The knee jerks are still present, and indeed exag- 
gerated, and ankle clonus can be obtained on the left side. 
The optic neuritis has gone on to atrophy, and the field of 
vision is very limited. 

There had been a slight increase in the head measurement 
(a quarter of an inch). 

(Since he was shown to the Society, it may be interesting to 
remark that the patient was again in the North-Eastern 
Hospital for Children, with a great aggravation of the symp- 
toms. The headache and vomiting were severe, and for some 
weeks there was complete incontinence of urine and feces. 
All the urgent symptoms have again disappeared, and he is 
seen from time to time by Dr. Sequeira, as an out-patient. 
The control of the sphincters has been completely restored, 
and the headache and vomiting are only occasionally present.) 
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The case is an interesting one, as it shows how variable is 
the rapidity of progress of these lesions, especially in the 
young. 

Mr. TarGett said that he had seen a case with similar symptoms 


and diagnosed as cerebellar tumour, which proved to be chronic 
hydrocephalus. 


TWO CASES OF CONGENITAL SYPHILIS. 
Shown by Dr. W. H. Kelson. 


Case 1. <A boy, et. 12, suffering from relapsing glossitis. 
The tongue in some parts was devoid of epithelium, in others 
ragged and fissured. There were typical mucous patches on 
the inner surface of the cheeks and lips. The condition was 
noticed soon after birth, had several times got nearly well and 
then relapsed. There was no family history of syphilis. 

Case 2. <A girl, et. 14, suffering from hereditary syphilis. 
She became totally deaf when recovering from interstitial 
keratitis. Hearing was now improving. 


RHEUMATOID ARTHRITIS. 
Case shown by Sir Hugh Beevor. 


The case showed extreme symmetrical deformity of ulnar 
flexion, the fingers at the distal end of metacarpus being 
flexed ulnarwards at a right angle. 

Sir Hucu Bzevor suggested that it occurred by passive yield- 
ing of the fingers to every movement where traction was 
exerted ; such movement as in lifting a weight or bringing 
it to oneself would tend to such a displacement, if the tension 
of the joint by muscular tonus was at the same time inhibited. 


Dr. ARNoLD CHAPLIN exhibited a man, et. 42, with thoracic 
aneurism. ‘There was marked laryngeal stridor and the right 
pulse was much weakened, though the signs of the swelling 
were chiefly on the left half of the chest. 


Dr. Smite thought it might be a case of atheroma of the aorta 
with dilatation and regurgitation. 


Dr. Daviss suggested that the sac had originated from the 
concavity of the aortic arch. 
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NOVEMBER oth, 1898.—Ordinary Meeting. 


ON THE VALUE OF THE TREATMENT OF DIPH- 
THERIA BY ANTITOXIN. 


Paper read by Dr. EK. W. Goodall. 


A. full report will be found in “ The British Medical Journal ”’ 
of January 28th and February 4th, 1899. 





Dr. WasHpourn said the action of the diphtheria bacillus was 
certainly true, though probably not the only factor in the causa- 
tion of the symptoms of diphtheria. In a section through the 
tonsil in a case of faucial diphtheria they would find the bacillus 
upon the surface while deep down in the tissues were streptococci. 
The latter could not be altogether without influence upon the 
disease. However that might be, it was quite certain that the 
absorption of the poisons produced by the diphtheria bacillus is the 
principal factor with which they had to deal. The administration 
of antitoxin neutralised the poisons, thus leading to a reduction 
in the mortality and amelioration in the symptoms so _ lucidly 
described by Dr. Goodall. He proceeded to consider the nature 
of antitoxin, and said he was pleased to find that the result arrived 
at by the author confirmed in almost every respect those arrived 
at by himself, in conjunction with Mr. Carr. In the paper read 
by them at the Clinical Society on the first series of cases treated 
by antitoxin in this country, he described the method of preparing 
the serum which contained the antitoxin. As the latter could not 
be satisfactorily separated from the constituents of the serum, the 
serum itself was made use of, and was commonly referred to as 
antitoxin. The toxin, he reminded them, was prepared by filtering 
the liquid from cultures. It contained other substances than the 
true toxin. These toxins, when injected into animals, produce the 
same effects and give rise to the same symptoms as the disease, 
and, like the disease, act chiefly on the heart and the nervous 
system. If the toxin were mixed with antitoxin in certain pro- 
portions, and the mixture injected into animals, no effect was pro- 
duced. The antitoxin thus had the power of neutralising the 
toxin, and it remained for them to consider how this neutralisation 
was brought about. This question was closely related to that 
of the formation of antitoxin. The number of theories had been 
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brought forward to explain the latter, the most plausible explana- 
tion of the facts being that suggested by Ehrlich based upon the 
selective powers of the toxin upon different tissues. The poison 
of the diphtheria bacillus, as already remarked, acted principally 
upon the heart and nerves. The toxin of tetanus acted especially 
upon the central nervous system, each of these poisons having 
therefore selective action on particular tissues. The next question 
was why certain toxins possessed the power of acting especially on 
the particular tissues. Ehrlich’s explanation is that molecules of 
certain tissues have what he calls sub-chains, chains to which cer- 
tain toxins became fixed, and could therefore act deleteriously upon 
them, and tissues which were not provided with these sub-chains 
were not affected. If a large quantity of toxin were injected into 
an animal all these sub-chains of the cells were attacked by the 
toxins and were so affected that they died. If only a small quantity 
of toxin were injected a less proportion of them were attacked; 
thereby regeneration of the cells took place and fresh chains were 
produced. This regeneration proceeded beyond the normal, so that 
a larger number of sub-chains were produced, becoming separated 
from the cells and passing into the blood, thus constituting anti- 
toxin. The antitoxin consequently only represented constituents 
of the body which were produced in excess under the influence 
of toxin. If this theory were true they ought to find in certain 
tissues substances which have the power to neutralise the toxins, 
because they had the cell chains to which the toxins could become 
attached. This had been shown to be the case. If an emulsion 
of the central nervous system of an animal were mixed with a 
lethal dose of toxin, and injected into an animal, no effect was 
produced. Again, if this theory were correct, if one mixed toxin 
and antitoxin together, in such proportions that the mixture had 
no effects upon the animal, it must be supposed that an actual 
chemical combination took place, and that one neutralised the 
other, just as an acid neutralised a base, and there were plenty 
of experiments in favour of this view, notably those by Martin, 
Cherry, and Metchnikoff. These observers found that if you take 
the toxin of diphtheria and filter it through a Chamberland filter 
coated with gelatine, that the toxin readily passed through, whereas 
the antitoxin would not pass through the filter. If toxin were 
mixed with the antitoxin, the mixture would not pass through the 
filter, which showed that toxin must have become united with the 
antitoxin, which thus prevented it passing through the filter. They 
found, moreover, thata certain length of time was requisite for this 
chemical combination to take place, and that 1t was not indeed at 
all a rapid process. This latter discovery enabled them to explain 
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certain contradictory experiments, by pointing out that the other 
observers had not taken into account the time required for the 
combination. They must conclude, therefore, that the action of 
antitoxin upon toxin was a purely chemical one, and that the 
two substances combined together and formed an inert compound. 
Upon this assumption was based the standardising of the serum. 
This standardisation was a matter of very great importance from a 
therapeutical view. Unless one knew exactly the strength of the 
serum they were injecting it would obviously be impossible to form 
any true idea of the value of the treatment. He described the 
old method of standardising the serum, which consisted of finding 
out what was the smallest quantity which, when mixed with a ten- 
fold fatal dose of toxin, rendered it inert. This method gave a fairly 
trustworthy unit, but it was not scientifically accurate. Further 
experiments on an extensive scale showed that the toxins which 
were used in testing were by no means pure product, being merely 
the filtrates from broth cultures. It was found by an ingenious 
system of experiments that the filtrate not only contained toxins 
capable of neutralising the antitoxins, but also other substances, 
which were harmless in themselves but had the power of neutralis- 
ing diphtheria antitoxin. The method now almost universally 
adopted was that suggested by Ehrlich. This consists in simply 
comparing a given sample with a standard serum of an arbitrary 
strength kept by him at Berlin. This method entailed two series 
of experiments. If they wished to standardise a serum they had 
to send for a little of the standard serum from Berlin, against 
which they could then test their own toxin, that is to say, how 
much of their toxin would be neutralised by this quantity of toxin 
gradually increasing the proportion of the latter, until, on injecting 
the mixture in an animal, nothing happened within four days; 
that gave the relative strength of the toxin. They then had to 
make a second series of experiments to see how small a quantity 
of their own serum would neutralise the test dose. If the same 
quantity were required as of standard serum, it followed that their 
serum and the standard serum were of the same strength. It was 
possible in this way to standardise any serum with the greatest 
accuracy, and this enabled them to use a given number of units by 
injections, Just as they would measure the strength of any other 
drug. 

Mr. Tupspy agreed with the author that not to use antitoxin in 
diphtheria was an absolutely criminal thing. It was difficult to be- 
lieve that after this subject had been before the profession for 
four or five years, one was still called to cases in which antitoxin 
had not been used. A point calculated to reassure those who were 
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still wavering, was that the injection of antitoxin in a healthy 
individual was a comparatively harmless matter. 


Dr. S. Martin observed that there could be no question that 
antitoxin was the proper treatment for diphtheria, and was now 
adopted in all countries. Wherever it had been carefully tried the 
total mortality had been notably reduced. In his own hospital it 
had fallen from over 40 per cent. before antitoxin, to 17 per 
cent. during the last year. One would like to see this 17 per cent. 
mortality, which was about the same as in Germany and America, 
still further reduced. What he hoped would happen was that 
many of these cases which were brought to hospital would be 
treated earlier. It was very easy in a house full of children to 
overlook the disease for the first day or two, so it was often the 
third day before anything was done. One might sympathise with 
the practitioner to whom that happened, but where he thought the 
general practitioner was to blame was that there were a great many 
cases which were not injected, in spite of the fact that medical 
men were now in possession of the knowledge. There were other 
cases in which a distinct membrane does not form so early, the 
throat being simply red with a consequent difficulty of diagnosis. 
The only way was to resort to cultivations which would give a 
positive result within twenty-four hours. These mild cases, if 
untreated, had in some instances rapidly developed into severe 
eases. If they could scotch these early mild cases by injections 
they might still further reduce the mortality of diphtheria. When 
cases only came under observation on the third or fourth day, 
they had to deal not only with the membrane spreading in the 
fauces and larynx, but also with a certain amount of toxin floating 
in the blood, which had already done its work. The toxin floating 
in the blood was certainly neutralised, but the harm that had been 
done could not be undone. He mentioned that it was very diffi- 
cult to get from the body of a patient who had died of diphtheria 
after treatment by antitoxin any toxin at all. In the last two 
cases of the kind he had been unable to get any effects on animals 
at all, whereas in the prz-antitoxin days, the spleen, liver, kidney, 
and other tissues yielded large amounts of toxins. He had some- 
times obtained as much as 20 grains from the spleen alone. What 
they wanted was to get cases of diphtheria before any damage had 
been done to the tissues. The number of cases of paralysis would 
greatly diminish instead of increasing, as now appeared to be the 
case, as was set forth in the report of the Clinical Society Com- 
mittee. He really thought the future treatment of diphtheria by 
antitoxin was not so much in the hands of the hospital people 
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as in the hands of the general practitioners. It was they who saw 
the cases éarly, and if any great reduction was to be obtained it 
would be by and from them. There was no more difficulty in ex- 
amining for bacilli than in examining the urine for albumen. 
Moreover, a culture would soon settle the question, and there 
were plenty of places where the practitioner could get this done. 
He thought that during the first years in England of the antitoxin 
treatment, some damage was done to its reputation by the use of 
inferior serum. He himself had at that time tested a good many 
different serums, and the “ Lancet” had published results which 
were positively startling. Some of the samples were absolutely 
worthless, others contained micro-organisms, and their use was often 
followed by septicemia. He hoped that this period was past. 
The British Institute of Preventive Medicine sent out antiseptic 
clear serum, which was of a very useful strength, i.e., 1,500 normal 
units in 5 cc of liquid, so that one could inject in 24 hours 6,000 
normal units, which was about the average dose, though personally 
he preferred to give 8,000 units. All the arguments against anti- 
toxin as a dangerous remedy applied only to products improperly 
prepared. In conclusion he thought that Behring’s prophecy would 
ultimately be realised, viz., that the mortality of diphtheria would be 
reduced to 5 per cent. 


Dr. F. J. Smiru said he had been shocked to hear that many 
sera were either useless or dangerous. He declared himself an ab- 
solute thorough believer in the antitoxin treatment, and he had 
the courage of his opinions for he held that every case of doubtful 
throat affection ought to be injected as soon as seen. If a qualified 
man were in doubt about a case, the chances to the extent of 
95 per cent. were in favour of its turning out to be true diph- 
theria, and the odd 5 per cent. would not be damaged thereby. 
He had scme sympathy with the general practitioner who did not 
inject for this reason, that it was a matter of some little difficulty 
to obtain the serum at any hour of the night. Being himself on 
the staff of a large hospital he knew he could always get it, but 
most practitioners had not the same facilities. He thought the 
matter was so important that he would gladly see and would 
gladly take part in promoting a scheme for distributing antitoxin 
at certain centres in each neighbourhood where medical men could 
get it without any loss of time. The clinical difficulty was another 
excuse for the general practitioner, and it was highly probable that 
in the hurry of daily life, many cases of throat diphtheria would 
escape recognition until too late. In a case in his own experience, 
he was called in consultation about a child who was stated to 
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be very ill, but it was not known what was the matter. There 
was no complaint as to the throat. At last he looked at the 
throat, and at once it became apparent that it was diphtheria. He 
asked Dr. Washbourn whether he could distinguish between a 
broncho-pneumonia following a simple laryngitis, and that due to 
extension of the membrane downwards. Post-mortem he had seen 
the membrane extending down the tracea, and he had seen broncho- 
pneumonia without this. Where there was associated diphtheria he 
thought the membranes would generally be found down there. 
He asked whether anyone could quote a case in which optic neuritis 
had formed part of post-diphtheritic paralyses, and he mentioned a 
case in which he had been called upon to decide between diphtheritic 
paralysis and cerebral tumour. 


Dr. Hineston Fox said he used antitoxin less frequently than 
he did, and he dissented from the view expressed by the last 
speaker, that it should be injected in every case of diphtheria, still 
less in every case of suspicious throat. He referred to a case 
which he had seen a day or two ago, of a child with a doubtful 
throat, with a little membrane on one tonsil. The bacillus was 
found the next day, but the child was so comfortable that the 
practitioner in attendance did not think it well to use antitoxin, 
and he agreed with him to wait. The next day the child’s con- 
dition had returned to normal, the membrane had cleared off, 
and the child made a good recovery. He was not convinced that 
it was wise, or indeed justifiable, to inject serum into the blood 
of patients who were to all appearances going to convalesce in that 
very rapid way. He asked whether he was to understand that it 
was advised to inject antitoxin in every case where the bacillus 
was found? He was disappointed that Dr. Washbourn had not 
held out any hope that it would be possible to separate the anti- 
toxin from the serum. If this were possible it would be a signal 
gain, for they would get rid of the crude serum and be enabled 
to employ a definite chemical substance. He was sorry Dr. Wash- 
bourn had not gone a step further, and say what made the serum 
trustworthy, and what made it not so. He was glad to hear that 
the British Institute of Preventive Medicine was now issuing 
trustworthy serum, but he remarked that their prices had gone 
up. He asked how long the serum might be kept before being 
used. In the commencement he had used it a great deal for pro- 
phylactic purposes, but he had discontinued doing so. He asked 
what was their opinion as to this. He, like others, wished to see 
the remedy universally used, and he regretted that there were still 
doctors who had a prejudice against it. Such discussions as these 
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would go far towards making the remedy more generally known 
and appreciated. 


Dr. W. E. Best, speaking as a general practitioner, said he had 
had no particular difficulty in obtaining the serum. He had 
treated 19 cases with the serum, most of them having been seen 
within a short time of the disease breaking out. He had always 
obtained it from the British Institution of Preventive Medicine, 
and the results had been uniformly good, for in no single instance 
had there been a death or any sequele. He had used it as a pre- 
ventive measure in three or four cases. In one case, because 
a child had drunk out of the same cup as the patient; he then 
injected 25 ce. No ill effects were observed in any case. 


Dr. Caicger said he had had considerable personal experience of 
diphtheria and antitoxin, and it was quite in accord with that of 
Dr. Goodall, both statistically and clinically. He hoped the day 
would come when they would have a very different percentage of 
the cases which were sent to hospital in an early stage of the 
disease. In less than 37 per cent. the cases were sent not earlier 
than the fifth day, and the following was 54 per cent. Considering 
that the mortality had been reduced from 30 to 17 per cent. by 
antitoxin, he thought they had pretty well reached the lmit of 
reduced mortality under the circumstances. They looked to the 
general practitioner to give them good material to work upon. 
His own experience was that they were doing their best, either 
to treat with antitoxin or to send the cases early to hospital. 
As to the alleged difficulty in getting antitoxin, he pointed out 
that it could always be had at any fever hospital, of which there 
were eight or ten in the Metropolis. With regard to the pro- 
phylactic use of serum, he said that in hospital they did not resort 
to it much because they did not find it necessary. Only 14 per cent. 
of cases admitted by error into diphtheria wards took diphtheria 
if they were injected with antitoxin. That statement which had 
been made, was extraordinary because they found in practice that 
none of them ever contracted the disease. He asked Dr. Goodall 
whether he still held to the position he had taken up four years 
ago at the Clinical Society in regarding the mixed infections as 
the lighter ones and the cure cases as the severe ones. His own 
experience was the reverse of this, and so was that of most French 
and German observers. Perhaps Dr. Washbourn would be able 
to give them information as to how to estimate the amount of 
toxin present in the blood of a given child which required to be 
neutralised. He observed that the filtration of serums had become 
a fine art. He had been watching Dr. Woodhead that afternoon 
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standardising some 25 samples of serum. It had taken him all 
the afternoon to do the latter stage of the operation. What they 
wanted to know was how much toxin there was in the body to 
be neutralised. Some people went by the size of the child, but 
they might be using a Nasmyth hammer to crack a nut. He asked 
whether there was any further information regarding the toxiz 
influence of the staphylococcus in the diphtheritic throat. One could 
not help being struck by the fact that they were often present 
in cases of diphtheria, and possibly they exerted a more toxic effect 
than was generally supposed. 


Dr. GooDALL, in reply, said the question whether the serum was 
likely to be of service was settled chiefly by the length of time 
that the patient had been ill before coming under treatment. After 
five days his chances were poor, but they now injected every case 
because even if a fatal termination were not averted, the last 
moments were rendered less painful. Dr. Martin had already said 
something about the harmlessness of antitoxin. No doubt dis- 
grace was brought upon the serum by the very inferior specimens 
at first sent out.. Good antitoxin, free from micro-organisms, in 
his experience produced very little, if any, effects at all, even in 
non-diphtheritic cases. He held to the view that the cases in which 
troublesome after effects had been observed were bad cases of 
diphtheria. At Homerton, 98 per cent. of all the cases sent in as 
diphtheria had antitoxin, but at present he used it in all the cases, 
whether clinically they appeared to be diphtheria or not. The throat 
ought always to be examined in sick children, and it was by the 
neglect of this precaution that so many cases escaped early recog- 
nition. He had never seen optic neuritis as a complication of post- 
diphtheritic paralyses, but possibly it might be associated. In 
answer to Dr. Fox, he asked how that speaker could know that 
the membrane was not going to spread to the larynx. That was 
a common experience. He urged that in all such cases antitoxin 
ought to be injected forthwith. He himself had kept the serum 
three months, and then given it with exactly the same results 
as with fresh serum, but indisputably it was best to make use of 
quite fresh serum. If there was much demand for it, and if it 
were a question of price, he was sure there were public bodies in 
London to undertake a supply, and it would be as easy for them 
to get it for their pauper patients as for the others. He did not 
think that they had gone so far as to state definitely that they 
regarded the mixed cases as necessarily mild. They had, however, 
noticed that many of the mild cases were those in which the strep- 
tococcus was associated with that of diphtheria, and that some 
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of the severest cases were those in which the culture was pure. 
In the cases reported by some French observers, he noted that 
they did well under antitoxin, which seemed to prove that they 
were due to the diphtheritic poison. With respect to dosage, he 
said that they never gave less than 4,000 units, no matter how 
mild the case, and never higher than 8,000 units on admission. 
If the patient gave no sign of improvement within twelve hours 
he was given another dose of the same amount, or in an even 
shorter time if severe. His experience had taught him that it was 
not much use going on beyond the second or third day after ad- 
mission, or to give more than 16,000 units in the aggregate. 


Dr. WASHBOURN, in reply, said there were already indications that 
it might be possible to separate the antitoxin from the crude serum, 
so that they might hope soon to be able to inject much smaller quan- 
tities. He agreed that people did not often contract diphtheria in a 
diphtheria ward, but hospitals were very different to private houses. 
In large families of children, if one child got diphtheria the others 
were very liable to get it. He thought that when children had 
been in close contact it was advisable to use the serum prophy- 
lactically. With regard to mixed infections, he said the whole 
point was that there were several bacteria which had an influence 
upon the disease, but that by making a bacteriological examination 
of the throat one got absolutely no indication of the association of 
these other bacilli. With regard to the streptococcus, specially al- 
luded to by Roux, he was quite convinced that from the mouth 
of every healthy individual streptococci could readily be cultivated. 
Therefore, its presence told them nothing as to what was going 
on within the tissues of the patient. With regard to the amount 
of toxin present in the body, they must be guided by clinical 
observation. He could not agree with Dr. Smith that antitoxin 
should be injected in every doubtful case, in fact, he did not go 
quite as far as Dr. Goodall. He believed there were a certain 
number of cases in which careful examination of the patient would 
satisfy them that the membrane was not going to spread, and in 
these antitoxin was not necessary. No doubt one would be taking 
a very grave responsibility in advising the postponement of the 
injection, but that was a responsibility which those who had great 
experience might now and then take. He quite thought that ‘n 
certain cases, in which the patient is not seen until a late stage 
of the disease, antitoxin was better not given. He had seen 
eases of late diphtheria in which the injections had apparently 
embarrassed the heart, but possibly the amount of serum thrown 
into the circulation was the cause of this symptom. He could not 
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understand how there could be any difficulty in obtaining serum. 
A la rigueur the practitioner might keep a little by him, for it 
kept good for some time, say for three or four months, though, no 
doubt, gradually diminishing in strength. 


Dr. S. Martin, in reply, protested against the idea of injecting 
antitoxin in every case of diphtheria, and he related a case with 
very little membrane and little fever, in which the patient, a young 
lady, died suddenly on the fifth day. 
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AN INQUIRY INTO THE PRODUCTION OF 
BLOOD PLASMA—ITS VITAL PROPERTIES AND 
MODE OF NOURISHING THE TISSUE. 


Paper read by Dr. Glover Lyon. 


In former days the blood, with its humours, fluxions, serosi- 
ties and viscosities, was regarded as the seat of life, health 
and disease. Prince Henry, speaking of his dying father, 
King John, says: “It is too late, the life of all his blood is 
touch’d corruptible.”’ 

-The discovery of the circulation of the blood added other 
factors, a pumping apparatus, and tubes with the necessary 
adjustments. It has only lately been proved that the parts 
in general performing the functions of the body are micro- 
scopic elements placed in definite arrangements and held to- 
gether by connective tissue. This conception of active organs 
has now so completely seized on the scientific mind that it 
seems an unwarrantable presumption to claim for a fluid 
definite vital properties. There is, however, a half-way house 
in the matter. Red blood corpuscles are recognised as un- 
nucleated vital bodies budded off from nucleated cells, and I 
hope to show that masses of protoplasma, minute compared 
with the blood corpuscles, moving freely over one another, and 
thus forming a fluid, possess vitality and perform vital func- 
tions. 
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I shall, for the sake of discussion, as far as possible divide 
this paper into statements and arguments, and for the sake 
of clearness assume living matter to consist of bioplasm hold- 
ing in its meshes formed material. It is not intended here 
to enter into the abstract question of vitality. The word vital 
is used in relation to certain properties of what is called living 
matter, which seem not to be possessed by the same matter 
after a quick change called death has occurred. 


GENERAL STATEMENT. 

1. Blood plasma consists of minute particles (plasmacules), 
varying in composition within very small limits, which con- 
sist of bioplasm in vital relation with formed material, water 
and salt. These plasmacules glide freely over one another, 
forming a quasi fluid. 

2. They possess definite vital properties, viz., vital mole- 
cular inertia, vital contact-attraction, and the power of zoos- 
mosis. 

3. They are formed by a budding off from, or liquefaction 
of, the outer part of the cells of the retiform tissue of the 
intestines, which have assimilated a part of the digested food 
stuffs. 

4. They are renewed by the cells of the lymphatic glands 
and the white corpuscles. 

5. The formed material is passed from the plasma in con- 
tact with the vessel walls by a vital molecular force (zoosmosis), 
into the tissues. 

6. It is possible that platelets are aggregations of the 
bioplasm of blood plasma. 


ARGUMENT. 

Before reviewing in detail the points involved in this 
statement, I will point out that @ priors it seems unreasonable, 
with our present knowledge of the bacterial cause of disease, to 
suppose that we have permeating our tissues a helpless dead 
nutrient material liable at any moment to come into contact 
with antagonistic organisms. 

The mere size of plasmacules presents no difficulties. Sir 
Michael Foster points out that protoplasma must be divided 
ultimately into very small particles (somacules), possessing all 
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the properties of the whole, except that of reproduction. In 
accordance with this plasmacular theory, we find that plasma 
is treated with the greatest delicacy; it is enclosed in tubes 
of exquisite smoothness, and the slightest rough handling, 
even contact with any solid except the vessel walls, brings 
about its disintegration. 

Again, the composition of plasma varies between definite 
narrow limits. Whatever food be ingested, the blood plasma, 
even in the portal vein, remains of nearly constant composi- 
tion. Water injected into the veins soon leaves the blood and 
remains in the areolar tissues until the blood can get rid of 
its own water, and re-absolve that in the areolar tissue. In 
starvation, though most of the tissues dwindle away, the blood 
remains normal in composition. These facts strongly point to 
the view that the essential elements of the plasma are capable 
of maintaining their own integrity, and that the plasma is not 
merely a solution of nutrient material. 

2. There is a property of living matter, which, although in 
view of the microbic theory of disease must stand in the very 
first rank, has not yet, I believe, received a name. It is indi- 
cated by the fact that matter when alive remains nearly un- 
changed, but after death goes through definite changes, and 
then disintegrates, becoming a prey to living organisms that 
were powerless against 1t when alive. I propose to call this 
property vital molecular inertia. 

For our purpose the most important point to dwell upon is 
the definite change that takes place in bodies just after death, 
before actual disintegration takes place. In muscles this is 
illustrated by the process of death stiffening. 

Everyone reading an account of coagulation must be struck 
by the analogy between coagulation and death stiffening ; each 
seems due to the death of a living substance. At every turn 
also we feel the want of some additional factor to explain 
coagulation. This factor, I maintain, is vitality of the plasma. 
According to this view, coagulation due to the action of fer- 
ment upon blood plasma happens only when the vitality of 
the ferment is in excess of that of plasma. I shall not go 
through the various intricate facts recorded as to the coagula- 
tion, but only point out that upon this supposition an ex- 
planation is found for the following facts as yet not accounted 
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for. Ferment injected into healthy blood does not cause coagu- 
lation. 

The injection of various substances into the blood in some 
cases causes coagulation, and in others prevents it. 

Assuming plasma to possess vital properties, these sub- 
stances will have their effect in favouring and retarding coagu- 
lation, according to their relative actions upon the vitality 
of the plasma and the ferment. The fact that blood can be 
kept indefinitely in tubes formed of blood vessels is quite 
in accordance with the retention of vitality by blood plasma. 

The products of coagulation, fibrin, globulin, etc., should 
not be regarded as constituents of blood plasma, but merely 
the debris left after coagulation has been effected. 

“ Absorption,” as carried on by living tissue, includes a 
process analagous to physical absorption and diffusion ; living 
things suck in matter from other bodies and pass it on 
through their own substance. 

I propose to call the vital process in question Zoosmosis ; 
it is independent of diffusion, and acts indifferently upon 
colloids and crystalloids. In general the process tends to 
equalize the distribution of the materials it acts upon, but 
sometimes has the opposite effect, heaping them up in particu- 
lar parts. This power is hinted at by Sir Michael Foster, 
when he says, “The passage of material through the pores 
of a living cell takes place according to laws quite different 
from those of ordinary diffusion.” It is the cause of the 
never-ceasing interstitial currents of fluid through every part 
of living matter, alluded to by Dr. Lionel Beale. This well- 
known function of living matter has, I think, not been suffic- 
iently invoked to explain physiclogical and pathological phe- 
nomena. The remarkable power of absorption shown by 
lymph and blood point to the possession of the power of 
zoosmosis by these fluids, though it is difficult actually to 
prove this. 

Another property of living matter not much studied might 
be called vital contact-attraction; it has its analogies in the 
physical properties called capillary attraction and cohesion. 
It is indicated by the facts that when bodies are in contact 
with certain others a force is necessary to separate them, 
and if parts of these bodies be in contact there is a tendency 
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for them to increase the contact as much as possible. So far 
as our subject is concerned the important fact in relation to 
vitality is that living bodies vary in this respect according to 
their condition. To this force is due the separation of the 
red corpuscles in the normal blood. Normally, there is an 
attraction between the plasma and the corpuscles maintaining 
the greatest amount of contact between them, that is, the 
separation of the corpuscles from one another. The force 
ceases as the blood dies, and so the corpuscles fall into rou- 
leaus. Again, there is a contact-attraction between the healthy 
plasma and the healthy vessel wall, shown by the way the 
plasma clings to the latter. This contact-attraction enables 
the plasma to permeate the vessel wall, but still keeps in 
contact with it even against pressure. In parenthesis the 
pressure in the capillaries cannot be very great. This attrac- 
tion diminishes as the vitality of the plasma fails, and deteri- 
orated plasma leave the vessels and flow into the lymphatic. 

This view is in accordance with the fact that albumose, 
which, injected into the veins, causes increased flow of lymph, 
also causes coagulation of plasma in the blood vessels. 


STATEMENT. 

Peptones, sugar and emulsified fat are passed from the 
intestines by zoosmosis to the cells of the retiform tissue. 
These assimilate the peptones and a proportionate amount of 
the sugar and fat. The outer part of the cells is shed, form- 
ing plasma, which passes into the blood vessels. The excess 
of sugar is carried away by the portal vein. The excess of 
fat is divided up into minute particles, forming the molecular 
basis of the chyle, and is taken up by the lacteals. This act 
of metabolism is accompanied by production of waste pro- 
ducts which give rise to an increase of urea in the urine. 


ARGUMENT. 

The distribution and structure of the recticular tissue of 
the mucous membrane of the intestines is exactly adapted to 
carry out the process described above. Sir Michael Foster 
gives the following description of a solitary gland in his Physi- 
ology, Part II., p. 516: “A solitary follicle then may be 
considered in the first place of a rounded capillary network, 
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fed and drained by small arteries and veins, all supported by 
a minimum amount of ordinary connective tissue. In the 
second place the interstices of this vascular network are filled 
up with adenoid tissue, the fine meshes of which are crowded 
with leucocytes of variable, but on the whole small, size. 
Lastly, the rounded mass thus constituted is surrounded by 
a lymph-sinus, the fluid of which, on the one hand, bathes 
the mass, and, on the other hand, is free to pass away into 
the neighbouring lymphatic canals.’ Furthermore, the ade- 
noid cells are described as pushing processes between the 
epithelioid cells. In accordance with this view, the adenoid 
cells show signs of great activity during digestion; some are 
found to be larger than others, as if the cells increase up to 
a certain size, and then shed the outer part. Again, we 
have the fact that all the peptones disappear and a large 
part of the fats cannot be accounted for by what is found to 
pass by the lacteals. What is the most natural conclusion 
to come to? Surely it is that the missing food stuffs have 
been assimilated by cells of some description. How, other- 
wise, are we to account for the disappearance of the peptones 
and a part of the fat, and their transformation into plasma? 

I do not think the word absorption expresses the process 
in question; it is one of assimilation rather. If my view is 
correct, surely the cells most likely to carry out such a pro- 
cess are the adenoid cells, for we know that this type of cell 
possesses the power of assimilation in a marked degree; they 
are placed in exactly the spot to effect this end, and display 
great activity during digestion. 

Even if we look upon plasma as a secretion, assimilation of 
the food stuffs must precede the secretion. 

It does seem strange that it has never been suggested that 
the assimilative power of the reticular cells takes a part in 
transforming digested food stuffs into plasma. Sir Michael 
Foster comes very near to this view in the following passage : 
“At the same time bearing in mind that leucocytes, or cells 
resembling leucocytes, many of them possessing in the num- 
ber and nature of their granules, or in other respects, marked 
features, are found in the reticulum of the villi, we may be 
prepared to admit, when fuller knowledge comes to us, that 
these cells play some important part in the process of ‘ ab- 
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sorption,’ on which we have been dwelling.” Both Sir Michael 
Foster’s' book and Schafer’s agree that a profound change 
takes place in digested food stuffs as they pass through the 
mucous membrane; but both are inclined to regard the epithe- 
hoid cells as the active agent, and the vessel walls to a less 
extent. According to my theory there is no difficulty in ex- 
plaining the large increase of urea found in the urine during 
digestion. 

Although difficult to prove, many things point to the opinion 
that the lymphatic glands exercise a restorative action upon 
the lymph flowing through them. Lymph, as it enters the 
lymphatic, is, there is ttle doubt, plasma deteriorated in some 
way or other. These glands are so constructed that the lymph 
comes into contact with the adenoid cells analagous with those 
in the reticular tissue of the intestines and displaying a like 
activity. The renewal of lymph by the former, and the pro- 
duction of plasma by the latter, must, I think, be accepted 
or rejected together. 


STATEMENT. 


The white lymphatic corpuscles are, as it were, out-posts 
of the lymphatic glands, ready to assimilate deteriorated 
plasma. 


ARGUMENT. 


The presence of these omnivorous bodies scattered through 
the plasma is, I think, one of the best reasons for believing 
that plasma is alive. If it is only a nutrient fluid why do not 
the white corpuscles multiply indefinitely by assimilating the 
plasma. If now we regard plasma as budded off from the 
adenoid cells it would in the healthy states have the same 
vital molecular inertia as the corpuscles, and so be able to 
hold its own against them. When, however, jts vitality is 
impaired, it becomes a prey to the corpuscles, which first as- 
similate it, and then perhaps shed off healthy plasma. Sir 
Michael Foster says: ‘ The former [white corpuscles] probably 
exert a considerable influence on the blood plasma itself, and 
help to maintain it in proper condition.” 

The question of the passage of nutrient material from the 
blood vessels to the tissues is of the utmost importance, and 
has lately been brought into prominence by Sir William 
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Broadbent at Edinburgh, when he expressed an opinion that 
grave disturbances of nutrition, such as occur in epilepsy 
and insanity, may be accounted for by alteration in blood pres- 
sure, causing starvation of the tissues of the brain. 

In Schafer’s book a complete explanation is claimed in the 
action of osmosis and filtration. The chapter on the subject 
does not seem to me a fair discussion, but a clever piece of 
advocacy in favour of the view that vital forces play no 
part in the matter. In it points of osmosis and filtration are 
strained to the utmost; if actual fallacies do not appear. 
Osmosis in relation to colloids sounds very much like a physi- 
cal paradox. When we have to do with living tissues why 
should we not seek the cause of processes occurring in them 
amongst the vital functions they are known to possess. The 
absorption of nutrient stuffs from the bowel has been clearly 
proved to be unexplainable by physical forces ; then why should 
we confine our attention to these forces in studying the other 
end of the question, the entry into the tissues from the blood 
of nutrient material? 

When a function so important as the nourishment of the 
tissues 1s concerned, we should expect it to be carried on a 
process that cannot, except in extreme circumstances, be dis- 
turbed. We find this, I believe, in what I have ventured to 
call zoosmosis. 


STATEMENT. 

When a deficit of nutrient material occurs in the tissues, 
formed material from the plasma in the blood vessels is 
immediately passed into the tissues by zoosmosis, the plasma 
deficient in formed material passes on, giving way to normal 
plasma, and the process is repeated. 

The more quickly the deficit in the tissues is produced, 
that is, the greater the activity of the tissue, the greater will 
be the need of normal plasma to supply the want; in other 
words, a dilatation of the capillary and quicker flow of plasma 
will be necessary. The normal formed material mentioned 
includes a due amount of oxygen. 


ARGUMENT. 


I think all observed phenomena agree with this view. It 
is proved that activity of the tissues is independent of the flow 
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of lymph into the lymphatics—indeed, to get lymph experi- 
mentally from the lymphatics of a muscle put into move- 
ments, it ig necessary to knead the muscle. Then, again, 
a large range of blood pressure is compatible with good func- 
tional activity of the tissues. 

The possession by the capillary wall, the tissues and the 
plasma, of the power of zoosmosis, at once explains the absorp- 
tion by the blood of foreign substances; and waste products 
against pressure vanish. 

It is natural to ask what microscopic evidence have we of 
the presence of lhving substance in the plasma. It seems 
likely that blood platelets supply this. They take staining 
material which usually stain living parts of the tissues. If 
the blood is removed and then an attempt is made to stain 
it, the platelets do not appear, but if the blood is received 
directly into the staining fluid, that is, before the blood has 
had time to disintegrate, they are obtained in abundance. 

In conclusion, I must apologise for having taken you over 
so much ground, most of it rather difficult travelling; my 
justification lies in the fact that the questions here discussed 
hang together in a way that makes it impossible to consider 
them separately. 


DECEMBER 7th, 1898.—Clinical Evening. 





CASE OF FOREIGN BODY (CORK) IMPACTED IN 
THE GSOPHAGUS OF AN INFANT. 


By J. H. Target ~MS.-F RES. 


The following case is of interest alike to the pathologist 
and the medical jurist. The exceptional nature of the foreign 
body, the tender age of the patient, and the obscurity of 
the clinical symptoms, will justify its publication. The case 
was under the care of my colleague Mr. Davies-Colley, and 
I am indebted to him for kind permission to make use of it. 
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History of Case. 


A. short account of the clinical history will be given, some 
of the details of which have been taken from the depositions 
of the witnesses at the inquest. 

A. female infant, aged ten months, who had previously en- 
joyed good health, was left by the mother in charge of another 
woman as nurse. The mother went out to work early in the 
morning, and about noon of the same day (a Tuesday) she was 
called to see her child. The nurse stated that while the child 
was in her lap sucking a piece of brown bread and butter 
she had a fit of choking. When the mother arrived her 
baby was “ vomiting blood from the mouth, and black in the 
face.’ She took it at once to a doctor near by, and whilst 
waiting to see the doctor the infant seemed as if she wanted 
to be on her stomach, and tried to vomit something up. The 
evidence of the doctor was to the effect that when he saw 
the child she was lying across her mother’s knees. The face 
was livid, and much frothy mucus streaked with blood 
dribbled from the mouth. The neck was extended and the 
head thrown back, and there was a fulness and tightness 
about the soft parts of the neck as if something was pushing 
the trachea forwards. The mouth and pharynx were twice 
examined with the finger, but no foreign body was detected. 
He felt nothing abnormal, except a little swelling about the 
back to the pharynx. Eventually, it was noticed that the 
trachea seemed to bulge forward, thus making the front of 
the neck tight; but no defined swelling was discovered. The 
respiration was somewhat impeded, and it was observed that 
when the child’s head was pulled forward the breathing be- 
came worse. The mother was recommended to take the child 
to a hospital without delay. 

Some statements made by the witnesses in cross-examination 
may be mentioned here. When the mother left her baby in 
the morning she could swallow easily. A piece of brown 
bread and butter was given her, and the nurse said that she 
had eaten some of it when ““‘all at once a mouthful of blood 
came up.’ The husband of the nurse, too, described it as 
“a lot of blood,” while the mother spoke of it as blood and 
phlegm. As regards the previous health of the infant the 
nurse agreed with the mother that it had nothing wrong, ex- 
cept a cold and “‘a little rattling in its chest.” 
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On admission to Guy’s Hospital about 4 o’clock the same 
(Tuesday) evening, the child appeared to be suffering from 
some obstruction to the breathing, not of an urgent character. 
The mouth was again examined with the finger, and the top 
of the larynx was felt. The back of the pharynx appeared 
swollen and soft as if inflamed, but no foreign body was 
detected, and there was no blood on the finger. On the ex- 
terior there was a swelling of the neck below the chin. The 
child had a difficulty in swallowing, and occasionally a spasm 
of the larynx was noticed, but there was entire absence of 
sucking-in at the supra-sternal notch, and no dyspncea. 

The only history of the onset of illness given by the friends 
was that of choking by bread and butter, as related above. 
Hence no suspicion of any other foreign body was raised. 

While under observation in the hospital the case was re- 
garded as one of acute pharyngitis, with possibly post-phary- 
geal suppuration, and the advisability of exploring the back 
of the pharynx by an operation through the side of the neck 
was discussed. The temperature on admission was 99.2 deg. ; 
it rapidly rose to 102 deg., and then oscillated between 100 deg. 
and 103 deg. On the day before death it reached 104 deg. 
The average rates of the pulse and respiration on the second 
and third days were 160 and 80 respectively. 

The sister of the ward described the child as small for its 
age. It was placed under the charge of a special day and night 
nurse, and was fed entirely with a spoon. Very frequently 
indeed the milk introduced into the mouth ran out again, but 
on one occasion it swallowed two teaspoonfuls in succession, 
which was considered a most exceptional performance. The 
child appeared to be hungry, and made considerable effort 
to swallow. As regards the mode of death, the weakness 
gradually increased, the child became very still, and quietly 
sank. 

Death occurred on the Friday following the day of admis- 
sion, at 10.20 a.m., that is, about 70 hours, or three days, 
after the alleged accidental choking. 


Post-mortem Examination (5 hours after death). 


The body was well nourished. There were no external 
marks of violence. The lower lobes of both lungs were dark 
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red in colour, and on section showed confluent patches of 
lobular pneumonia occupying the greater part of the lobes. 
Thick pus exuded from the smaller bronchial tubes on pres- 
sure. The upper lobes of both lungs were light coloured and 
markedly emphysematous, especially their anterior margins. 





The stomach was moderately contracted, and contained two 
small cylindrical corks, together with a little thick mucous, 
in which the corks were bathed. In the upper end of the 
cesophagus a third and larger cork was firmly impacted, with 


its long axis vertical. The brain and all the remaining viscera 
were healthy. 
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Some patches of exudation were noted on the walls of the 
pharynx. A common tube could be easily passed down the 
cesophagus by the side of the foreign body. The larynx, 
trachea, and cesophagus were removed en masse for further 
dissection. The impacted cork was lfin. long and jin. across 
its wider end. It was so completely buried in the posterior 
wall of the cesophagus that its lateral surface was flush with 
the wall of the larynx above, and of the cesophagus below. 
Its upper end or head was on a level with the superior aperture 
of the larynx, and the lower end was opposite the sixth ring 
of the trachea. The anterior wall of the gullet showed an 
oval patch of ulceration, due to the pressure of the cork. The 
pouch in which the cork was embedded consisted of the wall 
of the cesophagus very much expanded, but still possessing 
its muscular coat. Where the head of the cork lay the lining 
of the pouch was ulcerated, and this permitted the opening 
of the pouch to contract somewhat round the cork. Thus, the 
foreign body was not. only embedded, but at its upper end 
partly enclosed or encysted, so that its removal from within 
the passage would have been attended with very great diffi- 
culty. In consequence of the ulceration of the pouch, the 
lymphatic glands in the vicinity were much swollen, and there 
was a general inflammatory thickening around the left carotid 
vessels, which were pushed forwards and outwards by the 
pouch behind. This would have caused trouble in the per- 
formance of a left cesophagotomy. As will be mentioned later, 
the pouch in this case differed from that known as a pharyn- 
gocele in its shape, in the structure of its wall, and the outline 
of the orifice. It was a true pressure pouch, and not a hernia 
of the mucous coat through a weak spot in the muscular layer 
of the pharynx. 


REMARKS. 

The verdict returned at the inquest was in accordance with 
the medical evidence ((leath from broncho-pneumonia). It was 
further declared that there was no evidence to show how the 
corks came into the deceased child, but the jury were of 
opinion that they got there before the deceased was taken to 
the local doctor. 4 

The significance of the last paragraph needs a few words 
of explanation. In the face of the stout denial on the part 
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of the mother and nurse that the child could have obtained 
possession of corks while under their supervision, it was 
suggested by a juryman that the doctor might have used a 
cork to keep the child’s mouth open when examining its 
throat; or, since a hospital contained sick folk requiring medi- 
cine, and medicine was dispensed in bottles which needed 
corks, that the child might have been given the cork to play 
with in the hospital. The former imputation was easily re- 
futed by the doctor, and the mother who held the child during 
the examination; and the impossibility of the latter occur- 
rence was manifest when it was stated that the child was 
specially nursed night and day, and that the corks for medi- 
cine bottles in use in the hospital were of a uniform length, but 
varied in thickness. As none of the corks found in the 
stomach and cesophagus of the deceased corresponded in length 
with the hospital measure, this side-issue of the case was easily 
disposed of. The suggestion, however, was by no means i1m- 
pertinent, for the natural habit of the young child is to put 
everything that it can handle into the mouth, irrespective of 
size or shape, and a stray cork would assuredly meet with that 
fate. 

This characteristic of childhood being so well known, and 
as the evidence conclusively showed that the infant became 
possessed of the corks before it was brought under the notice 
of the doctor, it might be argued that it would have been to 
the advantage of those upon whom a grave charge was impend- 
ing, to show how easily the child might have obtained such 
corks while under their supervision. Instead of that, the 
husband of the nurse insisted that the only medicine bottle 
and cork, like those in question, at his house had been recently 
destroyed; and the mother’s statements were to the same 
effect—that the child could not have obtained the cork upon 
her premises. Moreover, it was said that the nurse kept the 
child in her lap from the time when the mother left it in 
the early morning till the onset of its illness about the middle 
of the day, though subsequently this statement was somewhat 
modified. 

A. point as to the previous history of the mother will be 
mentioned without comment. In cross-examination the mother 
stated that she had already lost five children of tender years, 
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whose lives were insured, and that she had received the insur- 
ance money in each instance. Further, in illustration of the 
means whereby corks may be employed for the destruction of 
life, the following letter from a County Magistrate, who had 
read the report of the case in the “ Times,” is of value: “ The 
supposed mystery in this case recalls to my mind a circum- 
stance once told me by a brute of a game-keeper, how that 
he got rid of troublesome straying dogs in the covers by soak- 
ing corks and sponges in grease. These the dogs swallowed, 
but could not pass, and so died. Soon afterwards I heard 
the man’s daughter had an illegitimate child, which was very 
strong and healthy. But after a few months the child died 
suddenly in agony, from ‘convulsions,’ as the medical man 
who was called in at the end said, not knowing how else to 
account for it. The child was buried with a certificate to that 
effect, before I heard of it, but shortly afterwards the man 
decamped and has never been heard of since. I fear the 
knowledge of the fatal effects of corks steeped in sugar or 
grease 1s too well known, and may too often be the actual 
cause of children’s death when inflammation or convulsions 
are given on the certificate, because the doctor knows of no 
suspicion or other cause to account for either the symptoms or 
~ death. 


BULLET WOUND OF RIGHT SHOULDER. DESTRUC- 
TION OF CIRCUMFLEX NERVE. FIBROUS 
ANKYLOSIS OF JOINT. OPERATION. 


Case shown by Mr. A. H. Tubby. 


James M. I., ext. 26, Colour-Sergeant, was admitted into 
Westminster Hospital on November Ist, 1898, under Mr. 
Tubby, with a gun-shot injury of right shoulder. 


History of the injury. On 8th April, 1898, at the battle 
of Atbara, patient was wounded by a Remington bullet, fired 
from a distance of less than 200 yards. He was standing, with | 
the right arm extended, directing his company, his officer 
having been killed. The bullet came from a direction of 
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right front, entering the deltoid 3 inches below acromion; it 
completely disabled him, knocking him down and projecting 
him several feet. There was a great amount of bleeding, so 
a temporary dressing was applied on the field. 

At the field hospital the surgeon endeavoured to find the 
bullet, but without success. He remained in hospital for 
about a month; during this time the wound continued to 
suppurate. 

He was then taken to Cairo hospital, and there skiographed, 
but without any success. An abscess was opened in front, 
just below the clavicle, and through this wound a portion of 
his jacket came away, but the bullet could not be found. 

Two days later the surgeon enlarged the wound in the arm 
downwards, for what purpose it was not quite sure. 

About a week later the surgeon enlarged the wound in the 
arm, upwards to the acromion; the bullet was not found, but 
patient had an impression that some bone was removed. 

Three days later the bullet was found by probing through 
the chest wound; it was then extracted through an incision, 
made at the upper part of the posterior fold of the axilla. 

Patient found great difficulty in breathing on the right side, 
and another incision was made from the clavicle down to the 
chest wound. 

Patient arrived in England on August 19th, 1898, and was 
taken to Netley Hospital; the wounds were still discharging. 
He remained there ten weeks; the wounds healed and he 
was discharged. It should be mentioned that the patient 
had enteric fever whilst in hospital at Cairo. 

Present condition. The right forearm hangs in a position 
of extension, and patient cannot flex it until partial flexion 
is produced by the opposite hand, when flexion can be com- 
pleted and maintained. Pronation and supination can also be 
accomplished, as also extension and flexion of the wrist and 
movements of all the fingers. 

There is some wasting of forearm, but no loss of sensation 
in any part of forearm or hand. 

On examination of the arm and shoulder, the almost total 
loss of the deltoid is very noticeable; all the long prominences 
stand out very distinctly, also the head of the humerus, which 
is in its normal situation. 


114 CLINICAL EVENING. 


Immediately internal to the coracoid process is an L-shaped 
scar, its vertical limb extending from clavicle downwards for 
2 inches, and its horizontal limb 24 inches inwards. 

There is also a second scar 6 inches long, extending down 
the internal aspects of arm from acromion downwards. 

A. third scar, 1 inch long, is present in posterior fold of 
axilla, at its upper part. 

There is practically entire loss of the deltoid and upper part 
of the biceps (except the short head), and external but not 
long head of the triceps; also some wasting of serratus muscle, 
and of the pectoral and latissimus dorsi muscles, and one patch 
of aneesthesia, which corresponds to the distribution of the 
circumflex nerve, anterior to the 6 inch scar. 

There is very slight movement in the shoulder joint, the 
scapula is somewhat elevated and there is some distinct thick- 
ening of the upper end of the shaft of the humerus. No 
shortening of the upper arm. 

Nov. 21. Mr. Tubby moved the shoulder joint under an 
anesthetic, and applied battery to deltoid; some reaction was 
obtained. He was ordered to have the constant current to 
be applied and the shoulder and arm to be massaged. 

Nov. 25. Electrical reaction tested by Dr. Gossage. The 
deltoid (except a few of posterior fibres) does not react to 
either Galvanism or Faradism ; the other muscles are normal. 

Dec. 5th. Mr. Tubby moved the shoulder joint under ether 
and broke down some of the adhesions; much greater move- 
ment was obtained. 

Dec. 19th. Same operation repeated. 

Dec. 20th. The arm broke down in the upper third exter- 
nally. Hot fomentations are being applied. 

Dec. 22nd. Wound dressed with red wash, wound healing 
well. , 

Jan. 4th. Massage recommenced. 

Temperature remained normal right through, excepting 
December 19th, 20th, and 21st, when suppuration was taking 
place. 

REMARKS. 


It was Mr. Tubby’s intention to obtain movement at the 
shoulder-joint, and then to endeavour to re-unite some of the 
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branches of the circumflex nerve, and failing this to try nerve- 
grafting. This would have been a difficult proceeding on ac- 
count of the numerous branches at which the circumflex nerve 
breaks up just after it enters the deltoid. Before any opera- 
tion in the nerve was attempted, the patient was summoned 
back to Netley. 


CASE OF INJURY TO THE BRACHIAL PLEXUS. 
EXTENSIVE WASTING OF MUSCLES OF UPPER AND 
FOREARM. 


Case shown by Mr. A. H. Tubby. 


G. M., et. 22, at present colourman, but at time of accident 
was a private in 16th Bedford Regiment, was admitted into 
Westminster Hospital on November 8th, 1898. 

History of Accident. On the 11th March last, patient was 
thrown out of a dray on to the pavement. He fell on to his 
right shoulder and was quite unable to move his arm, it hung 
helplessly. He was taken to barracks. He says that he did 
not have the shoulder examined for nine days after the acci- 
dent, and then was ordered to have the shoulder rubbed with 
a liniment. He remained in hospital at barracks until Oct. 
22nd; during his stay he had a battery applied to the arm, 
but no other treatment. 

Previous History. No previous injury or illness. Patient 
is temperate and has not had syphilis. 

Present condition. General health good. No shortening 
of the right arm. ‘The prominence of right shoulder is much 
less than the left. The right arm hangs slightly inverted 
and powerless. There is no fracture of clavicle nor spine of 
scapula, and no dislocation of acromio-clavicular joint. 

The head of the humerus is apparently displaced forwards, 
the fingers can be placed partially under the acromion process 
at the back. 

There is great wasting of the deltoid and teres minor, the 
supra and infra spinatus, the biceps, brachialis anticus and 
coraco-brachialis, triceps, supinator longus and extensors (par- 
tially) muscles. 
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There is loss of sensation over a small patch on the anterior 
aspect of the upper arm, about the middle. 

Nov. 25. The Faradic current is being applied to atro- 
phied muscles. 

Feb. 22, 1899. Yesterday an incision was made about 
3 inches long along the posterior border of the sterno-mastoid, 
and another outwards along the clavicle, so that a triangular 
piece was reflected. A careful dissection was made by Mr. 
Tubby in the posterior triangle, but no evidence of pressure 
on the brachial plexus was obtained; the wound was then 
closed. The upper cord of the brachial plexus was red and 
seemed to be enlarged. 

No immediate improvement resulted from the operation, 
but he regained a small amount of power about the shoulder 
joint, and could abduct it slightly after massage and the appli- 
cation of the interrupted current for three months. 


A CASE OF THORACIC ANEURISM. 
Shown by Dr. Arthur Davies. 


E. W., et. 53, began to complain six years ago of pain in 
both armpits, which increased during the last year. She de- 
scribes the pain as of a boring character, causing difficulty in 
breathing. In November, 1897, she first noticed swelling in 
the right side of the chest, with pain radiating down the right 
arm as far as the elbow, with a sensation of “ pins and needles.” 

No specific history. Has never had hemoptysis. Pain on 
exertion has lately increased. She was admitted into the 
Chest Hospital in February last. 

The swelling occupies the 2nd, 3rd, and 4th interspaces on 
the right side; it is expansile and pulsatile. Over it a double 
murmur is audipvle, which is conducted all over the chest. 
Behind, right side, breath sounds are deficient, with well- 
marked bronchophony and pectoriloquy. There is no voice 
alteration; right pulse is smaller than left. Patient has 
anginal attacks which are relieved by amyl nitrite. 

Dr. F. Fox inquired for history of syphilis, alcoholism, or nervous 


shock, 
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Dr. F. J. Smiry pointed out that aneurisms did not per se cause 
hypertrophy. This condition was only present when there was 
valvular incompetence. 


A CASE OF MYX@DEMA. 
Case shown by Dr. Arthur Davies. 


C. D., et. 41, married, first noticed alteration in her voice 
seven years ago, and that she began to get languid. Occipital 
headache came on, she had some difficulty in walking, her 
hair also came off and face began to swell. Her body began 
to get big two years ago and to feel cold in summer. Patient 
first came under notice in December 1894. She then pre- 
sented the typical features of myxcedema. Under thyroid 
treatment she fell in weight from 12 stone 5lbs. to 11 stone 
(she lost 8lbs. in fourteen days). Her aspect much improved. 
She has now again relapsed into her former state. 


A CASE OF BRONCHIECTASIS. 
Case shown by Dr. F. J. Smith. 


A boy, et. 12. He had suffered from cough since birth, 
and three years ago was in Victoria Park Hospital for “ pul- 
monary trouble.” Sputum was often fcetid. He was ad- 
mitted into hospital a week ago feeling very ill and with severe 
cough, both basis bronchiectasis. 


PEDUNCULATED FIBROUS EPULIS. 
Case shown by Dr. W. H. Kelson. 


A woman, et. 55. The growth had been noticed about 12 
years, and seemed to have originated in the gum, and to have 
been flattened by the pressure of the tongue against the hard 
palate, giving it the appearance of a growth on the palate. 
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EARLY TUBERCULAR ULCERATION OF PALATE, 
ETC. 


Case shown by Dr. F. J. Smith. 


J. L., et. 14. There was tubercular ulceration of the soft 
palate and pharynx. There were also tubercles on the vocal 
cords. Tracheotomy was performed a week ago. The case 
was interesting as showing early tubercular ulceration in the 
pharynx, etc., the lung affection not being advanced as is 
usual in these cases. The patient was said to have been quite 
well till three months before. 

Dr. F. Fox asked whether the palatine ulceration was secondary 
to the larynx. 

Dr. SHADWELL thought bacilli were conveyed from the lung to 
the larynx by the sputum. 


et 
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CASE OF LYMPHO-SARCOMA OF ANTERIOR 
MEDIASTINUM. 


Dr. SmirH showed this specimen for Dr. Turner. It was 
taken from a boy, et. 14, admitted to hospital on December 
12th, 1898, and died on January 4th, 1899. His history was 
that he was admitted with a swelling in the submaxillary and 
posterior triangular spaces of the neck, which had only been 
noticed for three weeks prior to admission; he had at that 
time complained of a sore throat, and had been kept at home 
because of sore throats in the school, which were apparently 
infectious; he was quite healthy up to this sore throat. On 
admission he was noticed to be anzemic, and complained of 
lassitude and slight pain in the chest with a little difficulty 
in breathing. The spleen was noted as large, as also the liver ; 
there was some dulness over the sternum and slight bronchitis. 
During his stay in hospital his breathing became more and 
more laboured, and his abdomen fuller and fuller of liver and 
spleen. At the post-mortem it was found that there was a 
large mass of lympho-sarcoma, entirely filling the anterior 
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mediastinum, and extending up into the neck; it had sur- 
rounded and generally compressed the large intrathoracic 
blood vessels ; there were multiple soft deposits of the 
growth in the kidneys, and a diffuse growth in the spleen, 
but the liver was apparently free. There was also a small 
deposit in the base of the right ventricle of the heart. Dr. 
Smith remarked on the rapid course of the disease, practically 
seven weeks covered it entirely, otherwise the clinical symp- 
toms had not been unusual. 


STOMACH FROM A CASE OF POISONING BY 
HYDROCHLORIC ACID. 


Dr. F. J. Suits showed the specimen, which was taken 
from the body of an old woman who had swallowed the acid 
in concentrated form. The appearances were somewhat pecu- 
liar in that the corrosive action of the poison had been con- 
fined to certain comparatively small areas with streaks and 
patches of healthy mucous membrane in between them, and 
Dr. Smith was unable to exactly appreciate the foldings into 
which the mucous membrane had been thrown by the violent 
action of the gastric muscle coat. He also drew attention to 
the great darkening of the tissues, almost as though they had 
been charred by strong sulphuric acid. He thought the © 
peculiar condition of the stomach might have important 
medico-legal bearings in a case where the history was unknown. 
In this case the acid was swallowed with a little beer for 
suicidal purposes. 


RUPTURE OF AN ANEURISM INTO THE LEFT 
BRONCHUS. 


Dr. F. J. Smita showed this specimen taken from the body 
of a man et. 34. He admitted a history of syphilis, and 
there was nothing else noticeable till about four months before 
admission, when he began to complain of a cough and hoarse- 
ness of voice with shortness of breath. He was in hospital 
for three weeks, and during that time spat up small pellets of 
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blood on many occasions. He was apparently improving, when 
one day with laughing he brought up a porringer full of 
blood and fell back dead. On post-mortem the lungs were 
found nearly full of blood, coming through a small opening 
in the left trachea, just above bifurcation, which communi- 
cated with an aneurism of the aorta: the aorta itself was 
extraordinarily atheromatous and showed two distinctly sac- 
culated aneurisms, (1) at the junction of ascending and trans- 
verse arch, (2) in the transverse arch itself (this was the one 
that had compressed and narrowed the left bronchus and 
opened into the trachea just above the bifurcation), and (3) 
many smaller depressions in the walls, apparently commencing 
aneurisms. Dr. Smith remarked that the case presented many 
features of interest to the pathologist in the extremely diseased 
condition of the aorta, indicating how aneurisms arose; to the 
clinician it taught the lesson that it need not be the aneurism 
that was most obvious that was the cause of a fatal ending. 


AN ENORMOUS PAROVARIAN CYST. 
Specumen shown by Mr. J. H. Targett. 


The patient was a single woman, aged 56. She had men- 
struated regularly until the occurrence of the menopause seven 
years ago. The swelling of the abdomen was first noticed 
about twenty-five years ago, and it had very gradually en- 
larged without causing any inconvenience beyond that due 
to its size. During the past few months some swelling of the 
feet occurred, but there had been no loss of flesh. 

On admission. The abdomen was enormously distended in 
an antero-posterior direction, so that it overhung the thighs 
and almost reached the knees. The antero-posterior diameter 
was 20 inches, while the transverse diameter of the abdomen 
was only 13 inches. The greatest circumference was 60 inches. 
The upper border of the liver was on a level with the right 
nipple, and the cardiac impulse was in the third left space, 
2 inches from middle line. On direct percussion there was 
a trembling vibratile sensation like the hydatid fremitus, and 
a low but distinct sound was produced like the low notes 
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of a drum in the distance. A thrill could be detected in 
every direction back to the spinal column. Ovariotomy was 
performed, and 9 gallons of fluid were drawn off. There were 
absolutely no adhesions, so the cyst was withdrawn through 
a small 2 inch incision in the abdominal wall. The abdomen 
was then so lax that all the structures on the posterior wall 
were readily felt, spine, aorta, kidneys, spleen, etc. The intes- 
tines were tucked up beneath the diaphragm. 

Examination of Cyst. When laid out flat on a dish, the 
cyst measured 2 feet by 14 feet, and the stretched fallopian 
tube was 30 inches long. It was unilocular and had the 
usual characters of a parovarian cyst. But the fluid was 
dark brown in colour, sp. gr. 1026, and it contained cholestrin 
crystals and albumen. This was probably due to old heemorr- 
hages into the cyst. There were no papillomata. 

The patient gradually sank on the eighth day after the 
operation, and the autopsy revealed broncho-pneumonia with 
cedema of both lungs, and membranous cystitis. 


DOUBLE HYDROSALPINX. 
Specumen shown by Mr. J. H. Targett. 


The patient was a married woman aged 24. She had had 
recurrent attacks of pain in the abdomen and back for the 
last two years. These attacks occurred about every two 
months; the abdominal pain was accompanied with sickness, 
and the patient was laid up for a fortnight. There was a 
history of chronic vaginal discharge lasting for many months, 
but it had got better during the past six months. Menstru- 
ation was regular, scanty, and very painful. She had never 
been pregnant. 

On admission. There was a@ retort-shaped swelling behind 
the uterus, lying across the pelvis with its broad end directed 
to the right, and its concavity towards the uterus. A second 
much smaller swelling was detected above and in front of 
the fundus uteri. 7 

Abdominal section was performed, and both tubes were 
found to be dilated, but almost free from adhesions. The left 
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fallopian tube was lying in front of the uterus with its broad 
end to the right. The right fallopian tube had a very long 
pedicle, which was twisted on itself, and the dilated portion 
was deeply placed in Douglas’s pouch with its broad end also 
directed to the raght. The left ovary was closely adherent to 
its tube, and was removed with it, but the right ovary, being 
free, was not removed. Owing to the absence of adhesions 
the tumours were easily brought to the surface and removed 
without rupture. They contained a dark straw-coloured fluid, 
sp. gr. 1006, faintly alkaline, with a trace of albumen. The 
larger tube (right) contained 135 c.c. of fluid, from which a 
small deposit was obtained by the centrifuge, consisting of 
granular cells and fatty matter. 
The patient made an excellent recovery. 


DOUBLE PYOSALPINX. 
Specuomen shown by Mr. J. H. Targett. 


The patient was a single woman aged 27. Her illness began 
eighteen months previously with an attack of acute vaginitis 
and cystitis, from which she recovered in six weeks. Since 
that time she had had pain in the abdomen and menorrhagia. 
Six months before admission a swelling was noticed on the 
right side of the abdomen, and three months later she had a 
sudden attack of severe abdominal pain with increase of the 
swelling in the right iliac region. Similar attacks followed, 
and the patient became much weaker with marked loss of 
flesh. 

On admission. 'Two sausage-shaped tumours were felt rising 
out of the pelvis, above each groin, the right one being some- 
what in front of the left. The left one, however, dipped more 
deeply into the pelvis, and the uterus was lying behind and 
below both tumours. 

Abdominal section was performed. The distended left 
fallopian tube was adherent by its outer extremity to the 
bottom of Douglas’s pouch, and was removed with the corres- 
ponding ovary. The right tube was closely adherent to the 
abdominal wall and to adjacent coils of small intestine, and 
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its pedicle was twisted on itself. The patient made a good 
recovery. 
Examination of specimens. 

The left fallopian tube was enormously dilated, and pyri- 
form in shape. It measured three inches in diameter at its 
broader end, while the length of the dilated tube as seen 
coiled up was 12 inches. The adhesions on its surface were 
thin and scanty. The right fallopian tube was also much 
distended, but was rather smaller than the left. It formed 
a more cylindrical swelling, which was 5 inches in length and 
24 inches at its widest part in the middle. Owing to torsion 
its pedicle was quite slender. Its surface was covered with 
numerous tough adhesions. Both tubes were filled with thick 
greenish-yellow pus, free from odour. Microscopical examina- 
tion of the wall of the tube showed that the mucous membrane 
was replaced by a layer of vascular granulation tissue, and 
there was no evidence of tuberculosis. 


ee — —————— 


ORDINARY MEETING.—January 25th, 1899. 





DISEASES OF THE NOSE IN RELATION TO 
GENERAL DISEASES. 


Paper read by Dr. Kelson. 


My reason for selecting this subject for a paper this evening 
is twofold, partly because it is one in which I am much inter- 
ested, and partly because I think it has till lately received 
too sparse attention. For till within quite recent years, for 
some unexplained reason, diseases of the nasal cavities have 
formed practically no part of the student’s programme. Into 
these sacred regions it was heresy for him to pry, and those 
who did endeavour to investigate and describe affections met 
with here were looked upon with great suspicion and often met 
with undeserved derision. 

It is obviously not necessary for me, before a society like 
this, to linger long on the physiology of the nose. It is, of 
course, the organ of smell, and has its function as a resonator 
in phonation, but as regards its place as a respiratory organ 
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I must say a few words, as important work has been done 
of late years, and standard books on physiology have had 
to give credit to the nose for work formerly attributed to 
the lungs. 

The experiments of Keyser, Macdonald, and others, have 
shown that the difference as regards aqueous vapour in ex- 
pired and inspired air amounting to some 5,000 grains in 24 
hours is due to water taken up in the nose, and that the 
amount varied with 

1. The rapidity of the inspiratory act; 
2. Patency of nasal passages ; 
3. Turgescence of the erectile tissue of nose. 

That the temperature of the air if too low is raised, if too 
high lowered. 

The nose also acts as a mechanical filter. 

Wurz and Lennayez believed that its mucous has also the 
power of destroying pathogenic bacteria, but Sinclair Thomp- | 
son and Hewlett were unable to confirm this, but believed it 
to have an inhibitory action on their growth; they also found 
that the nasal mucous membrane was sterile and that organ- 
isms artificially deposited rapidly disappeared. 

In a given experiment bacillus prodigiosus was placed on 
the inferior turbinated body, and cultivations made two hours 
after failed to detect any remains of it. 

Passing on then to the more immediate subject of our paper, 
let us take nasal disease of diphtherra. 

I need not detain you with any long account of nasal diph- 
theria; all are acquainted with the irritating foetid discharge 
frequent, sometimes profuse epistaxis; the enlarged glands ; 
the membrane, often difficult to remove, its tendency to spread 
by the lachrymal duct to the conjunctiva, and by the Eusta- 
chian tube to the ear, and the exceedingly fatal character of 
this form; but I will pass on to a disease not so well known 
or recognised. I allude to fibrinous rhinitis. This disease was 
described by Frankel, and also more particularly by Schuller 
in 1871. In the leading British text books it is mostly dis- 
missed in a few words as a very rare disease. McBride, 
for instance, 1894, speaks of only having seen one case, and 
in this patient nasal stenosis and a tendency to relapse were 
the most marked features. 
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Ball, in speaking of it, does not refer to frequency, but 
would divide the cases into diphtheritic or not, according as to 
whether the Klebs Loffler bacillus is found or otherwise. 

Dr. Lack, in 1898, in an important paper read before the 
Medico Chirurgical Society, of London, showed this affection 
to be really very common, amounting to 24 per cent. of his 
clinic, and many of these cases I had the opportunity of 
observing. 

The disease is far and away more common in children than 
adults, and is a chronic affection lasting one or two months 
or more. The constitutional disturbance observed is practi- 
cally nil, but the patients are brought for advice because of 
the local conditions. The chief symptoms complained of are 
nasal obstruction; there is membrane and a yellowish dis- 
charge, and the anterior nares and upper lip tend to become 
sore. Hpistaxis sometimes occurs, and the symptoms generally 
speaking are very similar to those produced by a foreign body, 
such as a boot button thrust into the nose. Sometimes a sore 
throat is also present. But in these cases there was no gland- 
ular enlargement, nor did paralysis ever follow. 

On bacteriological examination the K. L. bacillus was al- 
ways found, often mixed with cocci. On cultivation, the broth 
was found very fatal to animals, but its effects were neutralised 
by antitoxin. The disease was very contagious, several cases 
occurring commonly in one family, but hardly ever associated 
with true diphtheria. 

The K. L. bacillus was also commonly found in the nasal 
secretion of those associated with these children, but not 
suffering from nasal disease. 

An apparently identical organism may therefore be found 
in those suffering from true diphtheria, fibrinous rhinitis, and 
apparently healthy noses, and, as we shall see directly, in 
scarlatinal rhinitis, and also other complaints, such as noma. 
Let us digress for a moment to examine this fact. 

Bacteriologists have endeavoured to explain it in various 
ways without giving up the view now so well substantiated, 
that the K. L. bacillus is the cause of true diphtheria. They 
say : 
lst. That even in diphtheritic throats one may get K. L. 
bacilli, identical in morphology and by cultivation, some, 
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however, highly virulent, others less so, and others not viru- 
lent at all. 

2nd. The different conditions of the tissues, as to whether 
forming or not a suitable nidus. 

3rd. The presence of other organisms producing an effect 
on the virulence of the bacillus. 

To return. In these cases of Dr. Lack’s, one of the most 
notable features was the apparent want of connection between 
this complaint and true diphtheria, but Hunt, in 1898, re- 
corded four cases of fibrinous rhinitis, which look like a con- 
necting link; in these there was no constitutional disturbance, 
glandular enlargement, albuminuria, or paralysis, but in one 
case, in the third week of the nasal trouble, pharyngeal diph- 
theria' with paralysis developed. In the second there had 
been pharyngeal diphtheria with paralysis some weeks before. 
In a third there had. been, in the same family, a fatal case 
of croup and a case of paralysis after throat trouble. So we 
may conclude that the question as to the nature of this disease 
requires further examination. 


SCARLET Fever AND NASAL DISEASE. 


Some six years ago I found myself in the unpleasant posi- 
tion of being accredited with having caused an outbreak of 
scarlet fever in a family, by allowing a lad of ten years of 
age to go about, who had apparently absolutely recovered 
except in one respect. This was long after desquamation had 
ceased, but the lad had a slight nasal discharge. I was some- 
what comforted by my friend Dr. Pugh of Brighton telling 
me that two similar cases had occurred to him. The valuable 
paper of Dr. Millard bears most strongly on this point. 

He says, speaking of so-called “return cases,’ the very 
excessive proportion in which rhinitis occurs proves un- 
doubtedly that this lesion, far more than any other, tends 
to carry infection; but emphasizes the fact that he includes 
in this term very slight cases where there may be nothing 
more apparent than a slight redness or a little moist oozing. 
He considers it highly probable that it is in the nasal cavities 
that the organism of scarlet fever most readily forms a lodg- 
ment in those cases where the infection is unduly prolonged, 
and that in the meantime it is to the condition of this cavity 
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we must pay most attention in examining patients with a 
view to pronouncing them free from infection. 

Todd, of the London Fever Hospital, describes a form of 
rhinitis prevalent amongst children during their convalescence ~ 
from scarlet fever. It appears to begin as a redness of the 
nostrils at the junction of the skin and mucous membrane. A 
sore forms, followed by a crust, which may more or less block 
up the nostril, but there is no formation of membrane. The 
sore tends to spread more downwards than upwards; the con- 
dition tends to remain from one to five weeks, and then to 
heal. There is no rise of temperature and the health is not 
affected. There is a tendency for pustules to form on the 
hands and face from inocculation with the discharge; also the 
affection seems contagious, and tends to spread slowly amongst 
children coming in contact with those affected. No paralytic 
symptoms followed it, but bacteriological examination showed 
a bacillus indistinguishable from the Klebs Loffler, mixed 
with staphyllococci. 

Broth culture of the bacillus quickly killed guinea pigs, but 
though found in the nose the bacillus could but rarely be 
found in the fauces. The cases did not suffer from symptoms 
of diphtheria while in hospital, but a question arises whether 
these bacilli of feeble virulency might not, under certain con- 
ditions, become more virulent and so be related to the question 
as to why so many cases of diphtheria do occur after scarlet 
fever. 


Nasat DiIskASE AND SYPHILIS. 


Primary sores do occur occasionally in relation with the 
nares, both anteriorly and posteriorly, and the latter are 
especially noteworthy in having been generally produced by 
poisons conveyed by the Eustachian catheter. 

Secondary syphilis may show itself in the form of sores 
or fissures at the alee of the nose, and definite mucous patches 
are sometimes found in the septum. Manifestations here are 
seldom looked for and consequently often missed. It is, how- 
ever, in the tertiary stage that the disastrous effects of this 
disease show themselves, and here it may run a chronic or 
an acute course, deforming the nose in a few weeks. 

Gummata affect the perichondrium and periosteum of the 
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septum most commonly, but also the lateral walls, floor and 
roof. A discharge first of mucous occurs with symptoms of 
obstruction, pus appears, often bloodstained, and there is a 
more or less typical odour, and discharge of crusts and se- 
questra. 

Perforation commonly occurs, giving rise curiously to a 
feeling of increased obstruction from the entanglement of crusts 
in the hole. Should the nasal bones be affected the bridge 
is hable to be depressed. 

In hereditary syphilis the affection occurring soon after 
birth takes the form of a chronic catarrh with obstruction. 
producing snuffles. The bridge of the nose is flattened, but 
this does not indicate necrosis at all necessarily; ulceration 
may, however, occur, and Hutchinson recalls a fatal case of 
hemorrhage from the nose in a syphilitic infant. Later on, 
however, destructive changes similar to those in acquired 
syphilis may occur. 

Tuberculous disease of the nose is rare and almost always 
associated with phthisis. It may take the form of a granular 
mass or ulcer, generally of the septum. SBacilli may be found 
in the muco purulent discharge; the symptoms are mostly 
those of nasal obstruction. 

Lupus of the nasal cavity is generally associated with a 
similar afiection of the skin, but not always; when it is so 
the skin lesion may or may not be in direct continuation with 
that of the mucous membrane. It may attack any part, but 
most commonly the septum, and it appears as small, red, firm 
papules, separate or coalescing. Crusts form, under which, 
when removed, there is found that destruction of tissue has 
taken place. Scarring is a marked feature of the disease, here 
as in other parts. According to Kaposi the bony septum is 
never affected, though the cartilaginous is often destroyed. 
The tubercle bacillus is very rarely found. 


Nassau Osstrucrion AND THE Morpsip ConDITION PRODUCED 
THEREBY. 
It is unnecessary for me to enumerate all the causes of nasal 


obstruction. Their name is legion. Walsham mentions about — 
seventy. JI may say at the outset that as regards most of 
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them there is a wide divergence of opinion as to the exact 
modes in which they produce symptoms; either by directly 
obstructing respiration, or pressure on nerves acting reflexly, 
and producing hyperzemic conditions, or retention of secretion 
and want of aeration, producing an unhealthy condition of 
mucous membrane, which may spread. 

We have seen already that the nose has most important 
respiratory functions to perform. What happens then should 
it become biocked? Some experiments have been done by 
Frem on animals with a view to elucidate this point, and one 
he noted was the non-development of the face on the side 
blocked. 

Dr. Grant mentions, however, that in a case shown at the 
Laryngological Society, of non-development of the face on one 
side in a patient, the nasal obstruction was found to be on the 
other side. 

Attempts to produce bronchial contraction by irritation of 
the mucous membrane of the nose in animals have given but 
doubtful results, and altogether, in this particular department, 
the results of experiments have not been very successful, 
though Frank claims to have produced circulatory, respiratory 
and other disturbances by stimulating the inflamed nasal 
mucous membrane in cats and dogs. 

Clinically, however, we find that owing to interference with 
the potency of the nose its respiratory work is thrown on 
the mouth, which can only perform it in an unsatisfactory 
way. Speaking of children, mal-development of the chest, 
pigeon breast, kyphosis and scoliosis may follow, as shown 
by Mr. Tubby in his work on deformities. During sleep suffo- 
cative attacks are common, and when the mouth is otherwise 
engaged, as in an infant sucking, embarrassment at once super- 
venes. 

The important warming action of the nose on the air in- 
spired being absent, catarrhal affections as laryngitis and bron- 
chitis are common, and the absence of moisture tends to pyro- 
duce a dry and irritable pharynx and larynx. 

The gaping condition of these patients’ mouths gives them 
a stupid vacant look, often rendered worse by their deafness. 
They have also a difficulty in fixing the attention, to which 
the term aprosenia has been applied. 
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The resonata being out of play the voice is altered; if 
blocked entirely the tone is dull, heavy, and flat; if only 
anteriorly it acquires a nasal twang. 

Taste and smell are defective because of the difficulty of 
vapours reaching the olfactory region, or to its defective con- 
dition when reached. 

Eustachian catarrh and obstruction and deafness are liable 
to be produced. Bad drainage and bad aeration tend to cause 
accumulation and decomposition of secretion, producing sore 
throat and enlarged glands. 

Should the obstruction press on or interfere with the nasal 
duct, watery eye and epiphora may be produced, but above 
this Gurge and Snellen found cases of granular lds and con- 
junctivitis which had obstinately resisted other treatment 
cured by the removal of adenoids. 

As before stated, it has been held that the benefit 
obtained in some of these conditions has been due to 
a removal of a cause acting reflexly rather than directly, 
and Hack believed that they had their source in hyperzemia 
rather than obstruction, and that sneezing with obstruction, 
and watery discharge alternating from side to side, showed 
definitely that the turbinate bodies were the seat of reflex 
phenomena. While admitting this to be highly debatable 
ground, I must say that it seems to me that sufficient evidence 
has now been produced to give solid basis to the so-called 
nasal neuroses. In the first place, I suppose it will not be 
denied that sensory disturbances of a referred character are 
constantly occurring in other regions, as in facial neuralgia 
from diseased teeth, testicular pain and kidney disease, sacral 
pain and uterine disease, and spinal pain and gastric ulcer ; 
and that vaso-motor conditions and trophic changes may ac- 
company these, as seen in neuralgia and suppurative disease of 
the ear with diseased teeth. 

Also muscular movement, as spasm of facial muscle, con- 
vulsions connected with dentition and worms, ear cough and 
inhibition of vomiting in alderman’s ear, etc. Therefore it 
seems that we must also be prepared to accept cases of neu- 
ralgia due to nasal disease relieved by its treatment. 

Let me give an example illustrating the whole class of these 
cases. In 1898 Spencer showed a case at the Laryngological 
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Society of London. The patient had applied for relief owing 
to intense pain in one side of the face, spreading from below 
upwards. The pain was intense and interfered with both 
sleep and work, and had to be treated with increasing doses 
of opiates. 

The left nostril was markedly hypereesthetic, and a spot was 
found on the anterior end of the middle turbinated body, 
which, when touched with a probe, set up a violent paroxysm 
of pain and itching. After applying a 20 per cent. solution of 
cocaine these symptoms could not be produced. Teeth, as 
usual, had been previously removed, without giving relief. 
The middle turbinate body was excised by Mr. Spencer, and 
the patient obtained immediate relief from pain, and required 
no more morphia; three months after he could sleep and work 
well and had no recurrence of pain, though itching still re- 
mained. 

Kuhn Scheuneman and numerous other observers have 
shown headache to be caused by nasal disease, and cured by 
its treatment. 

In hay asthma it has been shown by the researches of Bos- 
tock, Beard, Daly, Sir A. Clark, and others, that to get the 
symptoms three things are necessary. Not only must there 
be an irritant, viz., pollen in sufficient quantity and a neurotic 
condition, but also a local diseased conditicn of the nasal 
mucous membrane, and of these the local irritant, pollen, 
would seem the least necessary, as psychical conditions may 
start an attack. 

The relation of nasal disease to perennial asthma was pointed 
out by Voltalini, and has since been supported by numerous 
cases. Salter believed the complaint a neurosis, and noted 
cases in which it alternated with migraine and epilepsy. Osler 
believes many, but not all, cases to be due to obstructive 
diseases in the nose. 

Bosworth terms asthma vaso-motor bronchitis, and says it 
depends as much on a diseased condition of the mucous mem- 
brane of the nose as vaso-motor rhinitis, i.e., hay fever, and 
he has seen the one many times preceding or taking the place 
of the other. He points out that in 80 cases observed by 
him 62 began with symptoms of sneezing and nasal discharge, 
though these might, he thought, and were often liable to be 
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overlooked ; and I have seen myself a case of asthma which 
always began with feelings of nasal obstruction due to swelling 
of the turbinated bodies. Of 46 cases of asthma observed by 
Bosworth, all suffered from polypi or other nasal disease, and 
of these 28 were cured, and 12 improved by intranasal treat- 
ment with snare cautery and saw. Others have been less 
successful. Hall has been unable to absolutely cure any of 
his cases by extraction of polypi, though many were relieved, 
and Walsham speaks in the same strain. The view has been 
generally held since Salter’s time that asthma is a neurosis, 
and that its manifestations, at least when due to nose disease, 
are reflex. Macdonald, however, believes it to be due to direct 
irritation of the bronchial mucous membrane by irritant par- 
ticles gaining access to the lower air passages, owing to the 
nasal obstruction; or that nose and throat are equally con- 
cerned in the inflammatory process. Walsham speaks of the 
process as due to an extension of inflammation from the nose, 
or to the dry condition produced by the nasal obstruction. 
I must say that to my mind these would account for bron- 
chitis, but the peculiar sudden evanescent character of the 
asthmatic attack, points to some other factor at work. Pos- 
sibly we may not be far wrong if we consider those cases 
which have been cured by intranasal treatment as having a 
reflex. origin in the nose, and those only relieved have gained 
benefit to respiration, given by the removal of nasal obstruc- 
tion, but that the reflex source of the asthma is elsewhere. 

In an endeavour to investigate the subject from a different 
point of view I have questioned those cases of marked nasal 
obstruction which have come before me at the Throat Hospital, 
Golden Square, for some months past. There were 46 in all, 
and a considerable portion of these nasal polypi; two, how- 
ever, of this number suffered from asthma, one had been 
markedly improved, but not cured, by removal of obstruc- 
tion, the other had not had an attack since treatment with 
the Galvano cautery, but as iodide of potassium had also been 
given, this result is useless from our point of view. 

Epilepsy has been cured by Nehorf, Baron, and Kelner, by 
nasal treatment, and olfactory aurze though rare, occur. — 

Chorea has been cured by Spencer, Bosworth, and others, 
and laryngismus stridulus by the removal of adenoids. Bos- 
worth and Frankel cured salivation by intranasal treatment. 
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Dr. Woakes successfully treats giddiness, deafness, and tin- 
nitus by intranasal operation and medication, and believes 
them to be caused reflexly through the sixth and eighth nerves. 

The hypochondriasis and melancholia, from which these 
patients suffer, he believes due to the absorption of toxins 
found in the foul nasal discharge. The paresis of the palate 
and laryngeal inco-ordination which also occur are due to 
affections of the labyrinth interfering with its functions of 
equilibration and muscle tonus. 

Dr. Woakes also believes that tinnitus may in part be due 
to contractions of the tensor tympani produced reflexly. There 
would also seem to be some curious connection between the nasal 
and sexual organs. Epistaxis occasionally accompanies, precedes, 
or takes the place of menstruation. Swelling and turgescence of 
the erectile tissue of the turbinate bodies is common during 
the menstrual period. Nasal hemorrhage often starts and is 
very troublesome at puberty. Incontinence of urine has been 
reported cured by the removal of nasal obstruction ; swelling 
of the erectile tissue of the nose 1s common during sexual 
excitement. Lately Fliess has discovered a genetal area over 
the inferior turbinated body which, when swabbed with 20 
per cent. cocain relieves dysmenorrhcea, a result not obtained 
by injecting the cocain. 

In conclusion, let me say no one is more conscious than my- 
self of the numerous faults and omissions from this paper. 
The subject is long and the time short, and much valuable 
cargo, such as affections of the external nose, epistaxis with 
its relation to visceral disease, etc., I have had to throw over- 
board to lighten the ship, but have retained much debatable 
matter, as I am anxious to get the benefit of the experience 
and opinions of our President and Fellows on these subjects. 

Dr. F. J. SmirH congratulated the author of the paper, and 
expressed his opinion that the so-called reflex neuroses were pro- 
bably far less numerous than supposed by some. He asked as to the 
ages at which nasal obstruction caused most trouble, and what was 
the result as regards treatment. 

Dr. SHADWELL alluded to some cases of fibrinous rhinitis and 
gave clinical details. He also related a case of asthma cured by 
removal of nasal polypi; and another associated with dysmenorrhea, 
in which, touching a tender spot in the uterus with a sound, brought 
on attacks of asthma. | 
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Dr. Davigs gave an account of a very chronic case of hay 
asthma. He believed that the attacks were due to bronchial 
spasm. 


The PrestmpENT referred to a case of neuralgia following the 
removal of nasal polypi, which had not previously existed. 


Dr. H. Fox said that naso-pharyngeal obstruction usually sub- 
sided in middle life. He discussed the pathology of a common 
cold. 


Dr. Torre referred to gout as a cause of nasal catarrh. 
Dr. KEtson replied. 


FEBRUARY 22nd, 1899. 





Cuarters J. Symonps, Esq., M.S., F.R.C.S., delivered the 


Hunterian Society’s Lecture on 


“THE INDIVIDUAL VALUE OF THE SYMPTOMS IN 
PERFORATIVE PERITONITIS, MORE ESPECIALLY 
AS REGARDS OPERATION.” 


A. full report will be found in the “ British Medical Jour- 
nal” of March 4th, 1899. 


MARCH 8th, 1899.—Pathological Evening. 





ANEURISM OF THE HEART. 
Specumen shown by Sir Hugh Beevor. 


The heart was much enlarged, due to increased breadth of 
the apex, the colour of the latter being a dead white. The 
pericardium, was adherent to the apex for a space of two square 
inches. Right ventricular cavity was normal, but failed to 
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extend to apex by two inches. Left ventricle—endocardium. 
thick and white; at the apex was an aneurism the size of an 
orange ; a white fibrous ring posteriorly marking the communi- 
cation with the ventricle. The other organs were normal, 
except the left lung, the base of which showed considerable 
collapse with fibrous and pleural thickening. There was a scar 
of an ulcer on the glans penis. 

The physical evidence during life might, perhaps, have 
justified a diagnosis. The whole cardiac area was slightly 
bulged, with general heaving pulsation. <A faint double mur- 
mur was audible all over. 

Dulness extended from 1} inches on the right to 5 inches 
on the left side of mid-sternal line; it was not higher than 
the third rib. At the same time it was noted: “ Sounds very 
local, especially so considering the size of the heart.’ Pulse 
120, feeble and irregular. 


VISCERA FROM A CASE OF PERFORATIVE 
CHOLECYSTITIS IN ENTERIC FEVER. 


Specumen shown by Dr. FH. W. Goodall. 


These were taken from the body of a young man 
aged 23, who was taken ill rather suddenly on January 29th, 
1899, and admitted to the Eastern Fever Hospital on February 
lst. He was suffering from an indefinite fibrile attack; the 
spleen was enlarged, but there were no rose-spots. He com- 
plained of abdominal pain. Widal’s reaction was obtained 
with the serum diluted to 1 in 20. On February 13th spots 
were first observed. On February 19th the patient had a 
rigor. This was followed by signs of peritonitis; death oc- 
curred on February 26th. The patient, after the rigor, com- 
plained of much pain in the upper and right side of the 
abdomen. An autopsy was performed on February 27th. On 
opening the abdominal cavity it was at once noticed that the 
organs and tissues were deeply stained with bright yellow bile, 
especially on the right side. Further examination showed 
that there was free bile in considerable quantity in the ab- 
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dominal cavity. There was also general peritonitis, which 
was shown by flakes of lymph scattered over the peritoneum. 
There were also many irregular free masses of gelatinous ma- 
terial, much of which, together with the lymph, had gravitated 
into the pelvis. There was no pus, such as is usually found 
when the intestine has perforated. The lymph was thickest 
in the region of the gall-bladder, which was pretty firmly ad- 
herent to the stomach, duodenum and colon, but especi- 
ally to the stomach. In the middle of this adhesion an 
aperture was found, which led into an irregularly shaped 
cavity situated in the wall of the gall-bladder, which abutted 
on the stomach. This cavity extended for about three-quarters 
of the length of the organ. It was full of shreddy material 
deeply bile-stained. A very small aperture existed between 
this cavity and the interior of the gall-bladder, which was 
empty. The wall of the gall-bladder was in a very rotten 
state, and readily tore. As far as could be made out, there 
was no ulceration of the mucous membrane of the gall-bladder. 

The hepatic, common, and cystic ducts were all patent, 
but just above where the cystic joins the common duct it 
(the cystic) appeared to be a little thickened in its walls and 
its lumen to be narrowed. No gall-stones were found either 
in the bladder, ducts, intestines or abdominal cavity. 

From the post-mortem appearances it seemed that there 
had been inflammation in and around the wall of the gall- 
bladder, involving chiefly the coats outside the mucous mem- 
brane, and that perforation had taken place, giving rise to 
peritonitis. 

There was not much affection of the intestines. A large 
Peyer’s patch, within 2 inches of the ceecum was ulcerated all 
over, and in two places slough still adhered. There was also 
slough in an adjoining solitary follicle. Three or four Peyer’s 
patches higher up showed the “shaven-beard” appearance, 
and one had a healing ulcer. There were also two or three 
solitary follicles showing still adherent sloughs, the highest 
being just under three feet from the valve. The mesenteric 
glands were enlarged. Two of them near the valve were 
markedly calcareous; this lesion being evidently very old. 
The spleen was enlarged, and the other abdominal organs 
normal. 
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A CASE OF ULCERATIVE COLITIS WITH 
(?) HAMATOPORPHYRINURIN FOLLOWING UPON 
AN ATTACK OF ENTERIC FEVER. 


Specumen shown by Dr. FE. W. Goodall. 


The intestines and a specimen of the urine were shown. 
The patient was a girl aged 16, who was admitted to the 
Eastern Fever Hospital on January 7th, 1899, certified to be 
suffering from enteric fever. She had been ill since January 
2nd. The diagnosis of enteric fever was confirmed as there 
were several rose-spots on the chest, abdomen and back, ir- 
regular pyrexia, and moderate diarrhoea, the motions being 
loose and light. Widal’s reaction was obtained with the 
blood-serum diluted to 1 in 20. The patient complained of 
sight but almost constant abdominal pain, and there was 
occasional vomiting. These symptoms (except the spots) con- 
tinued till February 13th, the temperature being very ir- 
regular, sometimes normal, sometimes, especially in the even- 
ing, raised several degrees. By that date there was consider- 
able emaciation. The motions became more frequent, five to 
eight in the day, instead of two or three. On February 17th 
there was a little blood in the motions, the blood being 
bright red and not mixed with the rest of the motion. This 
hemorrhage continued off and on till February 28th. On 
February 22nd the urine was observed to be of a dark reddish- 
brown colour. It did not give the blood or bile reactions. It 
was acid. Microscopically, amorphous urates, epithelium (from 
bladder and vagina), a few leucocytes, and large, brown, round 
crystals, with colourless spicules, were found. There were no 
red corpuscles; and there was no albumen. The urine con- 
tinued to be of this description till death, but the depth of 
the red colour varied. On March 2nd the patient had a 
sudden attack of severe abdominal pain at 4.30 p.m., and the 
abdomen became rigid. She died of peritonitis on March 6th. 

An autopsy was made the same day. There was extreme 
emaciation and marked pallor of the body. The spleen was 
small and firm; the liver markedly nutmeg. The bladder was 
empty and normal. To the naked eye the kidneys also were 
normal. 
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There was a little free gas in the peritoneal cavity, but 
very little fluid and no feces. There was general injection 
- and loss of lustre of the peritoneum. Round the caecum the 
intestines were matted together with lymph, and the whole 
of the colon down to the rectum was glued to the abdominal 
wall. A perforation was at once seen in the lower part of 
the ascending colon, and as the gut (especially the large intes- 
tine) was unravelled others appeared. The lower part of the 
small intestine, ceecum, and first part of the colon, were too 
rotten to be removed intact. Two perforations in the ascend- 
ing colon were sealed by lymph, to which the great omentum 
was adherent. The lowest of the perforations was six inches 
from the anus. 

The mucous membrane of the whole of the large intestine 
to well within the rectum was extensively eaten away by 
large serpiginous patches of ulceration, involving quite three- 
fourths of the surface. The edge of the ulcerated areas was 
prominent, rounded, and for the most part soft; nowhere indur- 
ated, but undermined; the floor was soft, and for the most 
part the muscular coat was present, but in many places it 
was partly eaten away. In the rectum were two isolated 
ulcers. In many places the mucous membrane was repre- 
sented only by small reddish knob-like projections, appar- 
ently cedematous. Many of the ulcers were blood-stained. 
The cecum was in a similar condition; the ileo-cecal valve 
showing a large perforation. The last few inches of the small 
intestine were similarly affected. In a few of the ulcers, both 
in the large and small intestine, a shred or two of slough was 
still adherent. Above this the bowel was almost normal ; 
there was no distinct evidence of any mischief confined to the 
Peyer’s patches, few of which could be identified. 

There were, in the last two or three feet of the ileum, large 
deeply-injected patches, in places hzmorrhagic, in a few of 
which some erosion of the surface had occurred, producing 
ulcers of about the size of a shilling, but irregular in outline, 
and their axis transverse, rather than longitudinal, to the 
length of the bowel. 

The other organs were normal. 

The kidneys were microscopically examined and found to be 
normal. 
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From the clinical course it was believed that the patient 
had enteric fever on her admission to the hospital, and that 
the ulceration of the colon, which led to her death, was 
secondary. 

The aspect of the urine resembled that of hematoporphyrin- 
urin. The patient took no drug that has been known to pro- 
duce that condition, opium being the only remedy she had 
at or about the time the urine became dark. A specimen of 
the urine was sent to the Clinical Research Association for 
investigation, but up to the time of writing these notes no 
result of any examination is to hand. 


PERFORATED GASTRIC ULCER. 
Specumen shown by Dr. F. J. Smith. 


He had removed it from the body of a young woman et. 22. 
She had complained for months before her fatal illness of 
dyspepsia and severe pain after food. This final illness began 
one night on going to bed, by a sudden very severe pain under 
the left breast, which soon spread over the abdomen, and was 
accompanied by much collapse, and temperature 96 degrees. 
Dr. Smith saw her a week later and diagnosed perforative 
peritonitis, and, though fearing it was too late, he thought that 
laparotomy might possibly be of service, and accordingly had 
it done, when it was found that the peritoneum was simply 
a large abscess, or rather a series of abscesses, divided from 
one .another by coils of intestine. Death rapidly followed. 
Post-mortem revealed the cause of the trouble in a perforation 
of the stomach; the size of the opening was about half an 
inch; there was a definite mark on the liver, showing that 
the ulcer had previously been in adherent connection with 
the left hepatic lobe: from within, the ulcer showed itself 
a chronic one by puckered cicatrix running up on to the 
lesser curvature. Dr. Smith made remarks upon the diagnosis 
of the perforation, and the necessity for urgency in opening 
the abdomen; he also pointed out how, in this instance, the 
pain at its commencement correctly indicated the site of the 
ulcer, though he said such a diagnotic indication could not 
often be expected. 
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NON-MALIGNANT STRICTURE OF GSOPHAGUS. 
Specumen shown by Dr. F. J. Smith. 


It was found in the body of a woman et. 44. She had 
suffered from a swelling in the neck for some four months 
before death, and had complained of difficulty in swallowing, 
which had gradually got worse, until only absolute liquid food 
could be taken. Gastrostomy was done = Mr. Hutchinson a 
month before death; which took place from pneumonia of a 
gangrenous character. 

At the post-mortem it was found that the cesophagus was 
practically obliterated (admitted only a No. 4 or 5 catheter), 
just below the cricoid cartilage by a strictured portion some 
4-inch in length; this stricture on being laid open showed 
simply a fibrous stricture; there was no trace of any growth 
of an innocent or malignant character, nor was there found 
anything suggestive of a growth anywhere else. Dr. Smith 
said that in the absence of all history it was impossible to be 
absolutely certain, but he had no reasonable doubt but that 
there must have been a simple wound of the cesophagus 
(? corrosive poison), the scar from which had led to the con- 
traction. 


ACUTE INFECTIVE ENDOCARDITIS. 
Specimen shown by Dr. Arthur Davves. 


It was taken from a man et. 41. He had been ill about 
a year with cough, shortness of breath, attacks of giddiness 
and palpitation, swelling of legs and disturbed sleep. Ad- 
mitted in hospital December 17th, 1898. 

The physical signs were: cardiac impulse diffused over 
wide area, apex beat in sixth interspace 4-inch outside ante 
axillary line. Faint systolic bruit at apex. Lungs, rhonchi 
and crepitations at both bases. Liver, dulness nearly to um- 
bilicus. Pupuric eruption in legs. Temperature normal. 
Three weeks later temperature rose occasionally to 101 degrees 
Fahrenheit. Albuminuria on three or four occasions. Im- 
proved for three weeks and then became gradually worse. 
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Diastolic murmur at base became distinct ; faint pre-systolic at 
apex. Spleen enlarged. Slept very badly and had frequent 
attacks of dyspnoea. Purpuric eruption appeared on hands 
four days before death, which took place suddenly nine weeks 
after admission. 

Post-mortem appearances. Pericardium everywhere ad- 
herent in the heart, but not much thickened, and fairly easily 
separated. Heart weighed 28 ounces. All its cavities en- 
larged. Aortic valves obviously incompetent, considerably 
thickened and ulcerated. Attached to the posterior cusps were 
large vegetations, which must have been suspended in the 
blood stream. Half of the attached portion of the right 
posterior cusp was quite destroyed, and the edge of the per- 
forated portion ulcerated and covered with vegetations, but the 
free border of the cusp was intact though thickened. That 
portion of the left ventricle immediately adjacent to the last 
named cusp had become infected and was superficially ulcer- 
ated. In the aorta, just beyond the anterior cusp, there was 
also a small perforation admitting an ordinary probe through 
the intima and media, but not through the adventitia. The 
mitral orifice was contracted, the mitral ring being much 
thickened, and the auricular surface of the aortic curtain had 
commenced to ulcerate. There was some left pleurisy. Spleen 
was enlarged, and contained one recent infarct and scars of 
several old ones. Liver enlarged and nutmeg. 


etn 


MARCH 22nd, 1899.—Ordinary Meeting. 


———— 


PHOSPHORUS NECROSIS OF LOWER JAW. 
Specimen shown by Dr. Davies for Dr. Oliver. 


It had been removed at a post-mortem examination on a 
man eet. about 28 years. He had been employed at a match 
factory and had been ailing some time prior to his death. 
An abscess formed, which was treated surgically. A death 
certificate was given stating the cause of death as 

(a) Primary—pyzmia. 
(b) Secondary—exhaustion. 
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The burial of the man, however, was stopped, and Dr. 
Oliver was requested to make an independent post-mortem 
examination. The body was very emaciated, and decomposi- 
tion advanced. Several teeth were missing both in the upper 
and in the lower jaws, the third molar in the specimen. being 
carious. There was a suppurating wound on the left side of 
the jaw, 2 inches below the lobule of the ear, and another 
suppurating wound as large as the palm of the hand, just 
below the left collar bone. These communicated, and the 
whole of the tissues in the neighbourhood were bathed in pus 
extensively and deeply. The specimen was removed without 
difficulty. The pus had burrowed downwards towards the 
apex of the left lung, and wpwards through the foramen ovale 
to the dura mater. The liver was normal in size and colour. 
The spleen enlarged and softened. All other organs were 
normal. Special attention was drawn to (1) the carious 3rd 
molar tooth and empty socket of the second bicuspid, through 
which the fumes of yellow phosphorus entered, (2) the pumice- 
stone like deposit of new bone. 


Mr. A. H. Tussy read a paper on 


OPERATIONS FOR GASTRIC HAMORRHAGE AND 
PERFORATION. 


A. full report will be found in the “ British Medical Journal’ 
of May 27th, 1899. 


The PRESIDENT congratulated the author on his interesting series 
of cases, and referred to the difficulties in the diagnosis as well as 
the variety of perforation of the stomach. 


Mr. Apams asked if saline injections were made into the veins 
or into the cellular tissues. He inquired as to the advisability of 
exploration in cases of severe hematemesis. He related a success- 
ful case of abdominal section on the third day after perforation. 


Mr. Barnarp gave details of a new method of irrigating the 
abdominal cavity which he had successfully employed in two cases 
for suppurative peritonitis after ruptured pyosalpinx. 
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SOME UNCOMMON NERVOUS SYMPTOMS. 
Paper read by Dr. Fortescue Fox. 


Every medical man occasionally meets with nervous or 
mental symptoms in persons affected with simple physical ail- 
ments. Generally they are transitory. Simple remedies; a 
little encouragement or change of scene suffice to banish them, 
and they are attributed, no doubt correctly, to excitement, 
depression, or exhaustion of the nervous centvres. 

But sometimes they return again and again, or take shapes 
that are familiar to the student of mental disease, melan- 
choly, hallucination, etc.; and yet the subjects of them are 
perfectly sane, and sometimes, indeed, of high mental en- 
dowment. 

The two forms of nervous disturbance about to be described 
may probably be familiar to some other Fellows, but I have 
not chanced hitherto to meet with any account of them. The 
first case is that of a lady, now aged 38. She has suffered at in- 
tervals from the age of 16 or 17 from a peculiar kind of seizure. 
It begins with a dreamy sensation or reminiscence, quite char- 
acteristic but difficult to describe. She states that she feels 
as though she was about to act out a dream that she has had 
of being ill. Sometimes she fights this off with a strong effort 
of will. More usually it goes on, with intensification of the 
dreamy state, and in a few moments a sense of dying and ex- 
cessive faintness supervenes. The hands and feet become quite 
cold; there is sometimes (not always) cardiac distress and 
palpitation. This sense of sinking and dying is very marked, 
but it is not always distressing. Sometimes the head and face 
are flushed. The heart’s action remains fairly good, although 
the extremities are cold. After an interva] of five or ten 
minutes, she says it is passing off; she begins to shiver, says 
she is better and often sleeps soundly for an hour or more. She 
is very weak for twenty-four hours after, but otherwise well. 

These attacks may occur at any time, by day or night; as 
often as not in the early part of the day. They do not ap- 
pear to be connected with physical fatigue, or with the cata- 
menial period. Indulgence in tea or coffee (to which she 
is very sensitive) has sometimes precipitated them. They 
commenced in adolescence at a time of considerable nervous 
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and mental strain, and have been gradually becoming less 
frequent, and perhaps less severe. The patient is of more 
than average intellectual force, and not in any way emotional ; 
at the same time she is of a sensitive temperament, and comes 
of a family of somewhat nervous organisation. Her father 
died at 76 of hemiplegia; father and brother both suffered 
from a slight rhythmical movement of the head; her mother 
has had in later life attacks of unconsciousness with shght 
convulsive movements (apparently toxcemic in origin), and 
one sister is of a highly nervous temperament. 

I am aware of a second case in which attacks precisely 
similar in every respect have taken place for a number of 
years. This lady exhibits, in addition, a condition of chronic 
neurosis, quite absent in the first case. 

In observing the recurrence and phenomena of these attacks 
I have been struck by their uniformity, their sudden and 
unexpected onset, the unvarying sequence of events that marks 
them from the first sensation of reminiscence to the full de- 
velopment and decline of the morbid sensations, and the ex- 
haustion and sleep that follow. 

I am inclined to consider that these are really cases of the 
same kind, though slighter in degree, and that the attacks 
are due to sudden discharges from unstable nervous centres, 
in the highest cerebral region. 

There is another quite different form of nervous disturbance, 
that I believe to be somewhat unusual, and which happens to 
have come very directly under my notice. A patient, X, 
states that from a boy he has been liable to occasional attacks, 
accompanied by peculiar “sensations.” They commenced 
when he was 10 or 11 years old, and used first of all to occur 
when he was lying in bed at night in a lighted room, where 
older people were reading. The sensations varied but little ; 
they always followed a period of perfect quiet. If there was 
any conversation they did not occur. The onset was quite 
familiar to X, and was, he thinks, at first partly under volun- 
tary control. An early sign was perversion of tactile sensation, 
always accompanied by a strong metallic taste in the mouth. 
So long as he remained perfectly still, this taste and an un- 
pleasant nervous tension were all. But the least movement 
of the body or bed-clothes produced an overpowering loud 
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rustling sound, and voices had a strange unnatural character. 
The movements of the limbs were constrained, as though the 
joints were somewhat stiff, and very often there was a feeling 
as though the thumbs, fingers, etc., were of an immense size. 
After some years these phenomena became much, less common, 
but were sometimes experienced in the day-time. On one 
occasion, when 27 years of age, he had an attack one evening 
when reading, having been free for two years or more. The 
room was quiet and X. somewhat fatigued. The first sign 
noticed was the harsh metallic taste, and almost simultaneously 
a perversion of tactile sensibility. The book he held seemed 
to become quickly very hard and cold and heavy, like a piece 
of cast-iron. It might have weighed thirty pounds, but there 
was oddly enough no increased sense of effort in holding it up. 
For some time there was no auditory paresthesia, and at this 
time the state was probably to some extent under control. 
Presently the auditory sensations came on; the slightest move- 
ment of the clothing producing a painfully penetrating 1m- 
pression (not exactly loud). The condition was now quite 
established. Rising and walking about the room made no 
difference. The consciousness was oppressed ; all sounds were 
altered in character. There was no tinnitus or defect of equi- 
hbrium, or confusion of thought. Pricking or pinching’ the 
skin produced the usual painful sensations, but did not relieve 
the others. Stooping with the head bent did temporarily abate 
the paresthesia, but only for a moment. Walking into the 
next room and pouring out water (which made a loud and 
peculiar sound) and drinking it, made no difference. By an 
effort he joined in conversation, but hardly heard his own 
voice. In about ten minutes the attack passed off. Before it 
occurred this patient had been reading with some difficulty, 
and lost the thread of his subject now and then. 

A brother of X states that he had somewhat similar attacks 
in childhood, the tactile sensations and the metallic taste being 
well marked, but not the auditory symptoms. He also ex- 
perienced them many years after, when convalescent from 
acute illness. 

The second brother had also somewhat similar attacks as 
a boy, but usually in the dark. He was fond of astronomy, 
and used to arise at night to observe Jupiter’s satellites. He 
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describes that on one such occasion the attack came on when 
looking through the telescope. There was no metallic taste, 
but the tongue and mouth felt peculiar, spongy and swollen ; 
the slightest rustling or sound seemed to have an overpowering 
penetrating quality: even the movements of breathing and the 
exercise of thought having a peculiar thrilling and oppressive 
effect. The feeling of relief when the attack passed off was, 
he says, like that one experiences on coming out of a tunnel. 

Is it possible that conditions of this kind may be explicable 
on the assumption that the nervous centres are in a condition 
of partial sleep? It is, perhaps, surprising that we most of us 
daily pass into and out of that unconscious phase of life, with- 
out some experience of intermediate and partial states other 
than dreams and drowsiness. The conditions described above 
always arose in times of stillness, when most of the stimul 
that maintains the working activities had been withdrawn or 
suppressed, and especially sounds were excluded. The condi- 
tions of sleep vary no doubt for different individuals. They 
belong partly to the individual and partly to his surroundings. 
If all are present, sleep ensues. If some, but not all, are 
present, what states akin to sleep may occur in the waking 
state ! 

Many persons have doubtless felt in their own experience 
the peculiar impression that they have already been in pre- 
cisely the same circumstances, and that they are now repeat- 
ing a former phase in waking or sleeping life. I have myself 
had that indescribable sensation half a dozen times or more. 
In some persons there is the impression that they have al- 
ready dreamed what has now come to pass; and that appears 
to be the feeling with which the attacks always began in the 
the case I have described. A comparison with the aura of 
the epileptic seizure naturally suggests itself. The aura in 
epilepsy is of very various forms, but I believe always pre- 
serves the same form in individual cases. In the present 
case there is a modification, but not a loss of consciousness, as 
in epilepsy, and there are motor manifestations of a kind 
(involuntary shivering) and obvious exhaustion. 
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CASE OF SYPHILITIC ULCERATION OF TONGUE 
AND PALATE. 


Case shown by Dr. F. J. Smith. 


He remarked that he had brought the patient before the 
Society on a previous occasion, and had now brought him 
again that the Fellows might note the advance the disease 
had made. 

His full history was as follows:—J. D., wet. 27, has been 
at work in a brass,foundry for many years, and had com- 
plained somewhat of the fumes of the molten metal, though 
only in general terms. In 1894 he had a discharge from 
penis but no sore; the discharge was followed, however, by 
rash and sore throat, and he took medicine nearly regularly 
for a year (? mercury). In 1896 he was admitted to hospital 
with ulceration of the palate and tongue; this cleared up 
under inunctions of mercury, but relapsed after his return to 
work, and he was admitted three times in 1898, and finally 
in April, 1899, the ulceration each time being more extensive, 
but yielding to rest and treatment by iodides and mercury, 
until the last time. 

Dr. Smith raised the question as to the precise nature of 
the ulceration, pointing out that it came on in about two years 
from a doubtful primary infection, and relapsed in a most 
persistent manner in spite of vigorous anti-syphilitic treatment. 
He suggested that brass fumes might have a good deal to do 
with it, and thought it might be well to caution syphilitics in 
this respect.” 


* The patient died subsequently, and Dr. Smith communicated the follow- 
notes :—His last illness was a fifth relapse, and the detritus being inhaled he 
began to suffer from what was diagnosed as septic pneumonia. Post-mortem 
showed that this diagnosis was correct, both lungs being studded with small 
abscesses, and showed no trace of any chronic disease. The major part of the 
tongue and epiglottis had disappeared by ulceration ; the remaining organs 
proved to be healthy. ee 
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EXTENSIVE DESTRUCTION OF SCALP FOLLOWING 
A BURN. 


Case shown by Dr. David Koss. 


J. G. has been extremely intemperate for the past four 
years. He presented most of the accompaniments of prolonged 
and excessive alcoholism, and was about the worst possible 
subject one could have had for an extensive burn. 

On the evening of February 2nd, when drunk, he fell from 
his chair into the fire, and the back of his head rolled on the 
top bar of the grate, thereby producing a charred ring about 
d-inch broad and 64-inches diameter, but leaving the central 
portion intact. 

I kept him in bed for a few days, cut off all alcohol, and 
dressed the burn with boracic lotion. 

After the ring had sloughed, a trench about $-inch deep was 
left, and with the idea of feeding the granulations on its floor, 
I used normal saline solution* as a dressing. 

As the ring was deficient anteriorly, I hoped that the 2-inch 
bridge would be sufficient to allow of the anastomotic nourish- 
ment of the centre, but in about three weeks this also died and 
was cut away, leaving exposed a circle of bone nearly 6-inches 
in diameter. 

The saline dressings have been continued, and the granula- 
tions have grown so rapidly that you will observe the exposed 
surface of bone is now only about 34-inches diameter. 

You will observe also that granulations spring directly from 
the exposed outer table, which derives its vascular supply from 
the underlying diploe, and these joining those at the periphery 
hasten the healing process. You will also clearly see the 
pulsations communicated to the lambdoid and sagittal sutures 
by the vessels of the diploe. 

To the saline solution I cannot but attribute the satisfactory 
result in a very unfavourable patient, and I hope ere long 
that the remaining exposed bone will be covered over and the 
process of regeneration completed. 


* Normal Saline Solution (Sir W. Roberts) :— 
Sod: Chlorid 0.5 g. 
Sod: Bicarb 0.2 g. 
Aq: Destillat 100 c.c, 
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DEMONSTRATION OF THE USE OF X RAYS IN THE 
DIAGNOSIS OF DISEASES OF THE HEART AND 
THORACIC VESSELS. 


Dr. Glover Lyon demonstrated the action of a new break 
acting by chemical decomposition. By its means the image 
on the screen is rendered very bright and quite free from the 
flickering experienced when the Ruhmkorff’s break is used. 

By means of the Rontgen Rays he showed the pul- 
sations of three aneurisms and of two large hearts. Two 
of the aneurisms were brought by Dr. Emanuel. A case 
of fairly advanced phthisis was also shown, and no marked 
difference between the sides could be detected. 

The apparatus was brought and worked by Mr. Cox, of 
Cursitor Street. The new break was employed, giving a very 
high number of breaks. The result was very satisfactory. 


APRIL 26th, 1899.—Ordinary Meeting. 





Dr. Butter Harris read a paper on 


THE INFLUENCE OF OZONE ON CERTAIN MICRO- 
ORGANISMS. 


DEMONSTRATION OF A NEW METHOD OF 
VENTILATION. 


Dr. Glover Lyon showed the model of a new apparatus for 
evenly introducing air in rooms by means of a conduit, with 
a tapering slot and baffle-plates and a perforate screen, the 
invention of Mr. T. Cadett and himself, 
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